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CRITERION 1:   COUNTY MENTAL HEALTH SYSTEM 
COMMITMENT TO CULTURAL COMPETENCE  
 
THE PLAN:  In 2011, MHD will focus on:  1) revamping the ECCAC program to provide 
additional guidance and support; and, 2) review and revise all policies and procedures 
related to Cultural Competency. 
 
The Santa Clara County Mental Health Department (MHD) is working to fully embrace 
the principles of the Mental Health Services Act (MHSA) in developing a system which 
is culturally and ethnically able to serve all individuals in need of public mental health 
service.  To become a culturally competent system the MHD is investing significant time 
in redesigning how services are delivered and how the system evaluates the delivery of 
these services.  While the efforts are ongoing the MHD continues to be impacted by 
budget cuts which necessitate the moving of staff and other resources, which impacts 
the implementation of needed services.  As a result, in order to protect mandated 
services, resources used to monitor services dedicated toward cultural competency 
have been weakened.  However, with the requirement identified in the plan, the 
judicious use of MHSA dollars and the integration of the plans funded by MHSA the 
Department will strive to reach the cultural competency goals identified in its mission 
statement.  
 
 
 
I. Santa Clara County Mental Health System Commitment to Cultural 
Competence 
 
POLICIES, PROCEDURES, OR PRACTICES THAT REFLECT FULL 
INCORPORATION OF THE RECOGNITION AND VALUE OF RACIAL, ETHNIC, AND 
CULTURAL DIVERSITY WITHIN THE COUNTY MENTAL HEALTH SYSTEM 
 
MHD Mission.   The Mental Health Department has made significant efforts toward 
improving the lives of all individuals impacted by mental illness in Santa Clara County.  
The Department’s mission is: 

 
To assist individuals in our community affected by mental illness and serious 
emotional disturbance to achieve their hopes, dreams and quality of life goals.  
To accomplish this, services must be delivered in the least restrictive, non-
stigmatizing, most accessible environment within a coordinated system of 
community and self-care, respectful of a person's family and loved ones, 
language, culture, ethnicity, gender and sexual identity.  (Santa Clara County 
Mental Health Department Website) 
 

is specifically written to embody the philosophical underpinnings that are required to 
meet the needs of all individuals in the county.  The MHD has worked diligently with the 
community, its advisory boards, other departments, and stakeholders, to develop 
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policies and procedures designed to enhance the treatment experience of all individuals 
served.  The MHD continues to pay special attention toward individuals of cultural and 
ethnic minority groups, underserved and underrepresented populations to ensure that 
their needs are met.   
 
MHD Cultural Competency:  Working Definition.   Working with the Minority Advisory 
Committee (MAC) of the Santa Clara County Mental Health Board, the MHD developed 
and approved in FY 2009 the following working definition of cultural competency:   
 

A culturally competent system has the ability to meet the cultural and linguistic 
needs of consumers and family members through the appropriate application of 
policies, procedures, and practices designed to promote wellness and recovery 
based on client centered goals and evaluated by measurable outcomes while 
respecting the impact of client culture on the healing process.   

 
This definition reflects the values that guide the MHD in its efforts toward providing 
services in a culturally and linguistically competent manner.  It is meant to encourage 
the application of appropriate policies and procedures to meet this endeavor, as well as 
to bind the policies and procedures, used in the past by the MHD and guide them 
toward future efforts outlined in this plan. 
 
Review of Past Cultural Competency Plan and MHD Policy and Procedures.   Since 
2004, the MHD has been operating under its cultural competency plan, which outlined 
the issues and problem related to treating some of the underserved clients in the 
County.  While the spirit of the plan pushed toward cultural competency, the plan lacked 
enforcement abilities; it did not have specific activities to ensure that the needs of the 
underserved be met.   
 
A review of other policies and procedures developed by the MHD indicated a similar 
problem. The MHD has a bilingual policy which details how bilingual services will be 
addressed (Refer to MHD Policy and Procedure, Section 201).  It indicates when an 
interpreter will be employed and the efforts to have a bilingual staff, actually with the 
same language capabilities, work with a client.  However, the policy lacked the ability to 
require that agencies have the language competencies identified in their contract.  
While agencies could identify that they would employ certain languages, if for some 
reason they could not meet the identified staffing pattern, the site could not be 
accountable.  For FY 2010, MHD has adjusted the contract boiler plate language to 
allow for stricter enforcement of this policy based on requirements identified in this 
cultural competency plan. 
 
In addition, the cultural competency plans and other departmental requirements were 
not integrated into the MHD’s overall improvement activities or activities related to 
change.  This Cultural Competency Plan 2010 addresses these inadequacies, by 
adding identified steps which will support the integration of cultural competency with 
ongoing change activities in the MHD.   
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MHD Health Agenda.  In 2009, MHD developed its Health Agenda in concordance with 
the county to develop an overarching strategy to reach the unserved and underserved 
populations of the county.  The report details how the MHD will use data and values-
driven decision-making to deliver services using a lifespan approach.  It incorporates 
the MHD’s strategy for MHSA Prevention and Early Intervention (PEI) funds to reduce 
the incidence of mental illness in a variety of conditions for all served, underserved, and 
unserved populations in the county.  Since research indicates that population that 
experience multiple stressors and trauma have higher incidence of mental illness, plans 
to reduce these stressors must be incorporated in any cultural competence plan 
(Appendix A.1).   
 
The Mental Health Agenda (page 8) details two approaches the MHD utilizes to guide 
decision- making and planning which also includes strategies for managing the ever 
changing budget situation.   The first approach addresses the annual budgetary 
concerns which impact the system; a series of questions is asked about each program 
to evaluate how its potential loss or reduction in service will impact the system’s ability 
to provide care. The second approach provides the framework for the development of 
long-term strategic goals; the approach identifies five priority areas which must be 
addressed to ensure the future effectiveness of the public mental health system. The 
five priority areas which were written to complement Federal, State and local critical 
mental health concerns are:   1)  Expanding the focus of public mental health service 
delivery to incorporate an expanded “band width” of activity that includes three 
dimensions of care:  a) broader range of developmentally appropriate interventions from 
promotion, prevention, early intervention and treatment across the lifespan,  b) a 
“Change” perspective on treatment of persistent mental illness that shifts from an 
episodic-based service to a longitudinal “life course” service that considers treatment 
outcomes across the lifespan of the individual; and,  c) an expanded view of the 
recipient of mental health interventions to include socio-ecological systems around the 
individual;  (2)  Introduce capacity-building strategies with key system partners to assure 
basic mental health competency, improved access to mental health interventions, and 
better coordination of care;  (3)  Employ new and innovative strategies to improve ethnic 
and cultural population access to and engagement in services;  (4)  Increase mental 
health knowledge and understanding in order to prevent problems, reduce stigma, and 
support appropriate responses to mental health;  (5)  Improve the system infrastructure 
to include more robust quality and accountability systems that offer reliable measures of 
practice and program effectiveness and valid outcome information. 
 
As a result of the pending budget situation and the desire to provide quality mental 
health care, the MHD recognizes important multiple considerations that go into short 
and long-term planning to facilitate the planning process; the MHD has adopted the 
Break-Through Series Model for improvement approach toward decision making.  The 
model requires each decision be guided by asking three questions:   What is the change 
we are trying to accomplish?   How do we know this change is an improvement?   How 
will we know we have accomplished the change?  To answer these questions the model 
employs the “Plan Do Study Act (PDSA)” cycles to drive the decision-making process.  
This approach uses short term evaluations to measure change and determine if the 

6 of 97 



Santa Clara County Mental Health Department Cultural Competence Plan 
 November 17, 2010 

desired improvements are being made.  By testing and retesting the changes, the 
model provides rapid feedback as well as data to support the change linked toward 
actual improvement. 
 
In summary, MHD’s commitment to cultural competency is demonstrated by our desire 
to fully embrace and implement the ideals put forth by the Mental Health Services Act.  
The values of wellness and recovery are being implemented with a variety of 
approaches which will be highlighted in the appropriate section of this plan.  
Client/family centered and driven treatment approaches are being implemented as the 
core method through which we believe cultural competency can be achieved.  Our 
philosophy is that in order to provide truly client/family driven services the system must 
have the ability to treat each client/family member from a perspective that embraces 
and honors their cultural, linguistic, supportive, and other needs which will allow them to 
continue on their path to wellness.   
 
DOCUMENTS THAT REFLECT SANTA CLARA COUNTY’S COMMITMENT TO 
CULTURAL COMPETENCE:  AVAILABLE FOR ON-SITE REVIEW  
 

1. Mission Statement  
2. Statements of Philosophy  
3. Strategic Plans  
4. Policy and Procedure Manuals  
5. Human Resource Training and Recruitment Policies  
6. Contract Requirements  
7. Other Key Documents  

 
 
 
II. Santa Clara County Mental Health Department (MHD) Practices and 
Activities that recognize the value and inclusion of racial, ethnic, 
cultural, and linguistic diversity within the system.    
 
Note:  Sharing of Lessons Learned and Technical Assistance Needs are not included in 
this written plan.  This is under review by MHD staff and will be submitted to the State in 
March 2011. 
 
PRACTICES AND ACTIVITIES 
 
Outreach and Engagement.   The MHD has extensive experience with outreach and 
engagement of ethnic and cultural groups.  This includes having individuals from 
various ethnic communities serve on MHD committees, as meeting participants, in 
planning activities and other strategic activities.  In order to encourage participation the 
MHD has committed a relatively significant amount of money -- the actual amount is 
being estimated, to supply stipends in underrepresented communities to ease the 
burden of attending meetings.  This includes the Stakeholder Leadership Committee, 
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which provides input and guidance to the planning and execution of MHSA programs, 
and has committed to a 51% participation of consumer and family members. 
 
Culturally and Ethnically Specific Agencies.    Ethnic and culturally-specific provider 
agencies are an important resource in aiding our culturally specific populations.  The 
MHD currently funds agencies with specific Black/African/African American, Asian, 
Native American and Eastern European orientations.  MHD recognizes the needs and 
struggles these agencies often must face in the delivery of their services.  The needed 
services provide a link to communities, that do not often receive the level of support as 
other communities do (i.e., such as the White and Hispanic communities).  These 
services address specific issues that are often not identified by traditional treatment 
approaches.  Clients who fail at other sites often thrive in these culturally-specific 
settings.  As the MHD moves toward client-driven services, it becomes more important 
to have options available for those individuals who wish to be served in a culturally-
specific environment and those who do not.  MHD must continue to work to support 
these sites as they well often have to deal with stigmatization as folks believe they can 
only provide services to the specific population. This often leads to larger agencies 
selectively picking the best clients for their own agencies and trying to divert the least 
desirable clients to the culturally specific agencies.  For example, clients, whose 
insurance may not be as comprehensive or who have extensive criminal justice 
histories, are often referred to the cultural specific agencies based on race or ethnicity, 
whereas, an individual of the same racial background who is highly motivated is kept by 
the agency, with no consideration that a culturally-specific organization may be able to 
meet the needs of the client better. The MHD will continue to work toward better 
identification of these clients so that they can be referred to the appropriate agency. 

 
Employing Consumers and Family Members:  Office of Consumer Affairs.   Consumer 
and family members’ participation is well represented as a result of the efforts of the 
Office of Consumer Affairs (OCA). While developed to increase the voice of consumer 
and family members in the system, the OCA has been very successful in increasing the 
number of consumer and family members employed in the system from a variety of 
ethnically and culturally diverse populations. The individuals employed by the Office of 
Consumer Affairs perform a variety of activities including but not limited to:  coordinating 
the self help center, facilitating support groups and providing benefit acquisition training, 
computer training, and other needed and client-desired trainings. The Office of 
Consumer Affairs also hires meeting participants who contribute consumer and family 
member, and community perspective at Stakeholder Leadership meetings, Mental 
Health Board meetings, Performance Evaluation, Quality Review, Learning Partnership 
Steering Committee, Data Advisory Committee, Continuous Learning Advisory 
Committee, Policy Review Committee, Adult System Redesign, Family and Children 
System Redesign and the Institutional Review Board. 
 
MHD WORKING RELATIONSHIPS WITH THE CULTURAL COMMUNITIES     
 
Throughout the stakeholder process over 350 individuals attended one or more 
planning meetings, focus group, and community Town Hall meetings.   These included 
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representatives from the Department of Rehabilitation, Human Services, Consumer 
Affairs, the Ethnic, Cultural and Community Advisory Committee, National Alliance for 
Mental Illness (NAMI), Self Help Centers, mental health administration, multiple 
community-based organizations, staff, consumers, family members, diverse community 
groups, educational partners, and other community partners. In addition, a total of 1,355 
staff, consumers, family, and community members participated in individual surveys on 
training needs and interests. At each step of the process, and whenever appropriate, 
participants were reminded of the five MHSA values and principles and the broader 
goals of transformation of the mental health system.   A WET Workgroup composed of 
25 individuals, diverse in experience, expertise, ethnicity and perspectives, met monthly 
to review and help guide the process. The meetings remained open to all stakeholders.  
SCCMHD contracted with VISIONS, Inc, a consulting group specializing in 
multiculturalism, to assist the WET workgroup to:  facilitate the stakeholder process; 
complete the needs assessment; conduct surveys, targeted focus groups, and 
interviews; and, assist with the presentation of the plan.  
 
The MHD has long recognized the importance of partnering with members of culturally 
and ethnic specific population to gain a better understanding of their needs to improve 
services to their community.  The primary method through which MHD has engaged 
culturally and ethnically communities were through the Minority Advisory Committee 
(MAC). A subcommittee of the Mental Health Board, this long standing committee has 
provided the perspective of the cultural and ethnic communities served by the 
department.  In addition, the MAC has a long history of providing advocacy for those 
communities that are often un-served and underserved by our department.  To support 
and enhance the work done by the MAC, Ethnic and Cultural Community Advisory 
Committees (ECCAC) were created in 2008 with MHSA funds.   
 

The Minority Advisory Committee (MAC).     The MAC is one of the sub-
committees of the Santa Clara County Mental Health Board.  Its functions are to 
address the concerns of the cultural communities in the county through evaluation 
and monitoring mental health services delivery and practice in coordination with 
the County Mental Health Board and the County Mental Health Department.   The 
Committee Chair and Co-Chair who are MH Board members are appointed by the 
County Board of Supervisors.   Except for MHD staff, anyone who is present 
during any of the monthly meetings may cast a vote.  Recommendations are then 
put forward to the Executive Board for review prior to presentation to the MH 
Board for final decision by its members who are appointees of the County Board of 
Supervisors (Please See Criterion 4, for more on the MAC/Cultural Competency 
Committee). 

 
The Ethnic and Cultural Community Advisory Committees (ECCAC).    The 
ECCAC were established to provide outreach and engagement activities to  
underrepresented communities served by the Department.  Stipends were 
provided to approximately 45 individuals from 8 major racial and ethnic 
communities (Filipino, Vietnamese, African-American, Native American, Chinese, 
Latino, and African Immigrants).  In addition, money was allocated for immigrant 
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and refugee groups and Lesbian, Gay, Bi-sexual, Transgender, and Questioning.  
However, these groups have not been completely formed.  Plans to add them in 
FY11 are being developed.  While the programs have faced some challenges, 
especially in respect to developing a grassroots organization inside a bureaucratic 
system, they have proven to be very effective in outreach to the community and 
providing a vital link to communities that traditionally distrust systemic operations. 
Currently, work is underway to further integrate the ECCAC into the system.  This 
includes having representatives from the communities participate in major decision 
making processes.  A primary example of this is the Stakeholder Leadership 
Committee. 

 
Since the advent of MHSA the Department has worked diligently to engage 
stakeholders in the planning process.  The Stakeholders Leadership Committee is 
engaged in all decision making regarding the expenditure of MHSA funds. The 
committee is made up of 51 percent consumer and family members.  While the 
committee is composed of indivduals from several ethnic and cultural groups, 
these members also represent other partner agencies and departments.  To 
ensure that representation for ethnic and cultural groups is provided, ECCAC 
members are also asked to participate.  Representation from the ECCAC makes 
up approximately one third of the membership.  This provides a strong link with the 
ethnic and cultural communities, as well as the perspective of the communities in 
the MHSA process. 
 
The table below demonstrates that ECCAC members had over 4782 contacts with 
community consumers and family members over the two-year period of FY09 and 
FY10. While these contacts may be multiple visits with the same consumers and 
family members, this gives a sense of the amount of activity that this group is 
engaged in.  

 
Numbers of Consumers and Family Members Served by ECCACs 

 

 

   FY09 FY10

GROUP  Q1  Q2  Q3  Q4  Q1  Q2  Q3  Q4 

AFRICAN AMERICAN  18  4  50  58  65  116  93  43 

CHINESE  20  28  31  41  57  131  78  111 

ETHIOPIAN  53  53  149  12  58  47  18  6 

FILIPINO  165  197  164  117  77  121  n/a  n/a 

LATINO  128  172  156  175  181  168  n/a  n/a 

NATIVE AMERICAN  0  17  74  81  47  55  65  437 

SOMALI  66  29  11  16  26  30  36  37 

VIETNAMESE  117  127  14  21  67  127  51  70 

TOTALS  567  627  649  521  578  795  341  704 
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The next table provides examples of some of the many success stories that the ECCAC 
members have reported.  These stories are but a few samples of the countless ways in 
which ECCAC members have had a positive impact on families facing the challenges of 
mental illness and the accompanying cultural and social support needs they have.  
 
 

 
Examples of ECCAC Success Stories 

 
 
VIETNAMESE SUCCESS STORY ‐  
A family came to the Vietnamese Community ECCAC for help after their son, a college student diagnosed with 
schizophrenia, had refused to take his medication for more than six months and his condition had dramatically 
worsened.  He threatened his family with bodily harm.  As a result, the mother and brother reported growing fear 
and difficulty sleeping.  However, it wasn’t until the son physically assaulted his brother that the family involved the 
police and pressed to have him hospitalized.  Now, as a result of treatment and with the help of the ECCAC, the son is 
happy in a stable, supportive living environment; and the family is able to encourage and assist him without fear for 
their safety.   
 
Another success story involves a mental health consumer whose condition deteriorated significantly following serious 
problems with his neighbors.  However, with ECCAC support, he has joined a Vietnamese‐language support group 
and has once again become active in outreaching to the community about mental health services and stigma 
reduction. 
 
CHINESE COMMUNITY SUCCESS STORY 
A couple who came to the United States from China with their 18‐year‐old daughter became involved in the system 
after their daughter, at age 19, was diagnosed with paranoid schizophrenia, including sleep disturbance, delusion, 
and visual hallucinations.  Since her diagnosis, she experienced multiple hospitalizations, completed several 
residential treatment programs, and lived in various board‐and‐care homes.  One of her psychiatric crises was so 
severe that she required care for four months in a locked facility.  However, upon discharge, she went into a 
residential treatment program and a year later was able to return home.  While she has had an occasional relapses 
since that time, the ongoing support she and the family receive from the ECCAC, along with the treatment services of 
a Chinese‐speaking psychiatrist who is sensitive to her cultural background, have enabled her to make great strides 
toward recovery and to be intermittently employed.   
 
LATINO SUCCESS STORY 
Family members telephoned the Latino Community ECCAC when a young adult Latino man was having a mental 
health crisis and they had no idea what to do.  He had become increasingly ill since he was 18 years of age; but the 
family didn’t know how to access resources on his behalf and he was receiving no professional care.  The family had 
lost work taking care of him and their deteriorating financial situation caused them to become behind on rent and 
utilities.  They were feeling increasingly desperate.  The ECCAC representative found that the young man qualified for 
SSI and Medi‐Cal.  In addition, the family qualified for a leave of absence when necessary to provide care.  The family 
is taking classes through NAMI (National Alliance on Mental Illness) to better understand his problems, and the young 
man is making progress toward recovery. 
 
FILIPINO  SUCCESS  STORY 
A Filipino Community ECCAC member played a pivotal role in a crisis situation in which a young man was found 
shortly after a suicide attempt.  A relative who spoke only Tagalog was listed as the youth’s contact became so 
distraught by the news that she was initially unable to assist the school authorities in providing information that 
would enable them to reach the youth’s mother and father.  However, through the calming influence of the ECCAC 
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member who spoke to the relative in her native language, the parents were able to be located and contacted.  Due to 
stresses in the family services for the youth had been completely stalled until the ECCAC member intervened.  She 
helped both parents focus on what was best for the youth.  The ECCAC representative accompanied the mother 
when the youth was transferred from Emergency Psychiatric Services to a rehab facility.  She remained as a strong 
support and helped the youth to enroll in an alternative school following rehab.  In addition, the ECCAC 
representative helped the family to find alternative sources of counseling and persuaded the whole family to 
participate.   
 
ETHIOPIAN SUCCESS  STORY 
A woman from Ethiopia had previously experienced trauma and head injuries and additionally was diagnosed 
approximately 20 years ago as having schizophrenia.  As a result, she has moved from one service and system to 
another with little coordination and scant improvement.  The Ethiopian Community ECCAC became involved and has 
been instrumental in helping her to access and organize services.  As a result, she has made great progress toward 
recovery.  Since early 2008, she has been taking her medications regularly, has her own apartment, cooks her own 
food, and does her own laundry.  She now requires only minimal assistance, such as help with shopping and 
transportation to church.  Currently, she is looking for a job. 

 
 

 
HOW COUNTY IS WORKING ON SKILLS DEVELOPMENT AND STRENGTHENING 
OF COMMUNITY ORGANIZATIONS INVOLVED IN PROVIDING ESSENTIAL 
SERVICES   
 
Planning Activity: Redesign.   MHD continues to focus on the assessment of clients’ 
needs and encourage the provider sites to make clinically, culturally, and ethnically 
appropriate referrals to meet the needs of the client.  These issues are becoming more 
critical as the system works towards a service delivery model that is able to assess 
clients at the recovery levels and make appropriate referrals to agencies.  

 
The MHD is embarking on exciting changes designed to facilitate process improvement 
and overall change in system development.  These changes are wholly congruent with 
the implementation of this cultural competency plan and the transformation of the 
system to a client-driven consumer-focused MHD.  To meet the needs of MHSA and 
facilitate the growth of the MHD, the latter has engaged in a re-design of the Adult 
System of Care with the focus towards developing and implementing measures which 
will engage the client in the development of their treatment plan.  The MHD feels that 
while treatment planning is mandated by funding agencies, it does not always 
accomplish the goal of being a roadmap for the treatment of the client.  The MHD 
believes that true cultural competency is achieved by being client/family driven.  To truly 
impact the lives of the clients, a cultural competency plan must stress that the 
individuals served receive treatment that is guided by them.  This forces the service 
providers to truly understand the individuals and their needs.  This plan will outline the 
steps that the MHD is taking toward achieving this goal, based on the stated criterion 
identified in the cultural competency requirements.  
 
The Workforce Education and Training (WET).   Another example of MHD’s 
commitment to the involvement of broad-based stakeholder and advisory participation in 
all of its MHSA planning processes is the Workforce Education and Training (WET) 
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planning process. From the outset of the planning process, MHD worked to maintain the 
goal of having consumers and family members comprise 50% of the team is involved in 
all phases of the planning.   The goals of the Workforce Education and Training (WET) 
are:   1) To have a workforce that is fully integrated and reflective of the cultural and 
ethnic diversity of consumers and family members at all levels of the workforce, 
including employees, interns, and volunteers;  2) To provide employment opportunities 
and integrated support mechanisms throughout the system to enhance employment and 
retention of consumers and family members;  3) To enhance staff training and develop 
opportunities and career pathways for county and Community Based Organization 
(CBO) staff, including management development opportunities; and, 4)  To provide 
training and educational opportunities in the mental health system, with local 
educational institutions and the community at large.  
 
 
 
III. Santa Clara County MHD’s designated Cultural Competence/Ethnic 
Services Manager (CC/ESM) responsible for cultural competence 
 
The designated CC/ESM is the Division Director of the Learning Partnership.  In this 
position the CC/ESM can bring to bear the training resources of the Department, the 
resources devoted to staff recruitment and development, the research and evaluation 
resources, as well as the outreach and engagement activities devoted to increasing the 
number of underrepresented groups in the system in a coordinated approach toward 
integrating cultural competency in the system.  Also as Division Director, the position is 
intimately connected to the executive management of the Department and its decision 
making processes.  This includes policy development and quality improvement 
oversight.  The position also oversees the cultural competency unit which has primary 
responsibility for management of the ECCAC as well as monitoring cultural 
competency-related activities within the system.  The CC unit is currently staffed by 2.5 
FTE.  However, at the discretion of the CC/ESM, resources from the other units in the 
Learning Partnership can be pulled in to support the activities of the team. 
The CC/ESM also serves as the staff support to the Minority Advisory Committee 
(MAC), which is a sub-committee of the MHD’s Mental Health Board and serves as the 
MHD’s Cultural Competency Committee.  It is composed of Mental Health Board 
members, MHD staff, community representatives and other departmental stakeholders.  
The CC/ESM ensures that MAC concerns are processed appropriately by the Quality 
Review Council and Learning Partnership steering committee. 
 
 
 
IV. Identify budget resources targeted for culturally competent 
activities 
 
(Note:  Missing from this plan are:  A. Evidence of a budget dedicated to cultural 
competence activities; and, B. Discussion of funding allocations included in the 
identified budget above in Section A., also including, but not limited to, the following:  
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Interpreter and translation services;   Reduction of racial, ethnic, cultural, and linguistic 
mental health disparities; Outreach to racial and ethnic county-identified target 
populations; and, Culturally appropriate mental health services.   There is no discussion 
on financial incentives for culturally and linguistically competent providers, non-
traditional providers, and/or natural healers, as this DOES NOT APPLY.) 
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CRITERION 2:   COUNTY MENTAL HEALTH SYSTEM 
UPDATED ASSESSMENT OF SERVICE NEEDS  
 
THE PLAN:  MHD-DSU shall continue to monitor mental health services needs vis-à-vis 
mental health services utilization on an annual basis.  In addition to monitoring services 
utilization by race/ethnicity, gender, and age, DSU shall continue to refine preferred 
language data and make available by July 2011, as well as develop data collection 
methodology to expand race to include bi/multiracial groups, gay/transgender, and 
bisexual. DSU shall also conduct follow up and special studies to further tease out 
disparities. 
 
 
 
I.  Santa Clara County General Population 

 
Data on client preferred language is in the refinement process and therefore not ready 
for inclusion into this plan.  The MHD-DSU staff will submit to MHD a data report by July 
2011.   

 
Santa Clara County consists of a majority-minority racial and ethnic population, 
with about an equal number of males and females (1:1 ratio).  Children and 
Transitional Age Youth (16-25 years old) comprise only a third of its population. It 
is linguistically more diverse than the State of California, with proportionately 
more of its residents speaking a language other than English, including Spanish 
and other Asian languages.  Given the higher cost of living in the Bay Area, Santa 
Clara County has a high percentage of economically or financially disadvantaged 
residents with 18.1% at or below the 200% of the Federal Poverty Level (FPL).  
Despite a relatively more educated residents compared to California and 
nationwide (27%; U.S. Census Bureau, 2000), Santa Clara County (11.3% ) has a 
higher than the national (9.5%) average unemployment rate and comes very close 
to the Statewide average (12.3%). 

 
(Note: Unless otherwise indicated, all of the following general population data were 
extracted from the CA DMH CY 2007 Estimates of Needs Data.  Please refer to 
Appendix B.1 ) 

 
Total Population.    Santa Clara County’s population is estimated at 1,748,976. Santa 
Clara County makes up 4.8% of California’s total population and represents 2.3% of the 
total mental health services needs in the State of California for households at or <200% 
of the FPL with Serious Emotional Disturbance and Serious Mental Illness (SCC 
Prevalence=22,570 and CA Prevalence =971,781). (Note that the 2008 CA Dept of 
Finance estimate is 1,857,621 and the 2006-2008 American Community Survey estimate 
is 1,764,499).   
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Total Population - Migration.    Data from the 2006-2008 American Community Survey 
show that about a third (36.8%) of Santa Clara County’s population was born outside the 
United States.  
 
Total Population - Ethnicity/Race.    Santa Clara County consists of a majority-minority 
population with more than half (61.4%) being non-White. Its ethnicity/race breakdown 
consists of 38.6% White, 30.5% Asian, 25.7% Hispanic, 2.5% African American/Black, 
2.2% Multi/Bi-Racial 0.3% Pacific Islander, and 0.3% Native American.  
 
Total Population - Age.    Majority or two thirds of Santa Clara County’s population 
(66.9%) are Adults, (i.e., at least 25 years old: 56.2% are 25 to 64; and, 10.7% are 65 or 
older).  Children and Transitional Age Youth make up 33.1% of Santa Clara County’s 
population:  8.6% are 0 to 5 years old; 7.7% are 6 to11; 7.7% are 12 to17; and, 9.1% are 
18 to 24.  
 
Total Population - Gender.    A little more than half of Santa Clara County’s population is 
male (51.2%) and the rest are female (48.8%).  

    
In Santa Clara County in CY 2007, each of those of White, Pacific Islander, Native 
American, and African American/Black ancestries made up proportionately 79.7% on 
average of those 18 years old and older (Range: 78.0% to 81.9%) and 20.3% on average 
of those 0 to 17 year olds (Range: 18.1% to 22.0%).  Each of those of Multi/Bi-racial, 
Hispanic, and Asian ancestries proportionately made up 65.9% on average of those 18 
years old and older (Range: 53.1% to 76.9%), and 34.1% on average of the 0 to 17 year 
olds (Range: 23.1% to 46.9%).  
 
CY 2007 Ethnicity by Age Group Distribution 
Race/Ethnicity 18 and Older % 0 to 17 Years old Total Count
Population 1,329,368 76.0% 419,608   23.99% 1,748,976
White-NH 81.9% 18.1% 674,765
Asian-NH 76.9% 23.1% 533,003
Hispanic 67.8% 32.2% 449,133
African American/Black-NH 78.0% 22.0% 43,999
Multi/Bi-Racial- NH 53.1% 46.9% 37,682
Pacific Islander-NH 80.0% 20.0% 5,643
Native American-NH 79.0% 21.0% 4,751

 
(Note: The Bi/Multi-racial, Hispanics, and Asians can historically be considered the 
newer generations or waves of immigrants to the United States. Due to the emphasis on 
family re-unification in U.S. immigration policy, these ethnic/racial groups tended to 
consist of non-U.S. born children of U.S. immigrant parents and/or the children of non-
U.S. born or first generation immigrants to the U.S., especially in the State of California, 
which has been one of the major destinations for the new immigrants.  The Whites who 
are historically the oldest immigrant racial group, the Pacific Islanders who are from 
territories or colonies of the U.S., Africans/Blacks who were brought into the U.S. by the 
White immigrants, and the American (or Red) Indians who are natives to America 
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tended to consist of those who are 18 years old and older persons.  Socio-cultural and 
economic factors in the last 40 years may well have affected the value of children for 
these racial/ethnic groups.) 

 
Total Population - Threshold Languages.    Based on the US Census 2000, almost half 
(45.4%) of Santa Clara County’s residents speak a language other than English.  The 
threshold languages in the County include:  English, Spanish, Chinese, Vietnamese, and 
Tagalog. The following data from the US Census 2000 show that Santa Clara County is 
more linguistically diverse than the State of California, with almost half (45.4%) of the 
households with 5+ year old members reporting of speaking a language other than 
English at Home, while only 39.5% report such for all of California.  Spanish is the most 
widely spoken language in both Santa Clara County (17.6%) and in California (25.8%).  
In Santa Clara County however, 15.7% speak Asian and other languages at home 
compared to only 6.3% Statewide. 
 
US Census 2000 
Languages Spoken at Home Santa Clara County California
Only English  54.6% 60.5%
Other than English (Census 2000 & ACS 2008) 45.4% 39.5%
Spanish  17.6% 25.8%
Chinese 6.2% 2.6%
Vietnamese 5.7% 1.3%
Tagalog  3.3% 2.0%
Other Languages  0.5% 0.4%

 
 
Total Population - Education.    More than a third (35.8%) of Santa Clara County’s Adult 
population (i.e. 18 years old and older) has completed at least a college level education.  
Compared to California, however, the data show that Santa Clara County has far more 
educated residents. 
 
Education Source: CA DMH CY 2007 Source: US Census 2000 
 SCC CA  SCC California 
0-11 255,623 19.2% 25.9%    
HS Graduate 597,394 80.8% 74.1% (25 yrs old & older) 83.4% 76.8% 
College Graduate 476,351 35.8% Bachelor’s degree or higher 23.0% 40.5% 26.6% 

 
 
Total Population – Socio Economic Status (SES).    A third (30.5%) of its residents is at 
0% to 299% of the poverty level; 18.1% is at the 0% to 199% of the FPL; and 7.6% is 
below 100% of the FPL. Based on the American Community Survey 2008, the median 
household income in Santa Clara County is $88,525, which is higher than the rest of the 
United States and the State of California.  18% of the Children and Youth (0 to 17 years 
old) in both Santa Clara County and California are at or below the 200% FPL.  In Santa 
Clara County, 13.6% of those 18 years old and older are at or below the 200% FPL, 
while it is 16.2% for California. 
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Unemployment.    In Santa Clara County, the annual unemployment rate as of June 2010 
was 11.3%, compared to California’s rate of 12.3% and a national rate of 9.5%.  (Source: 
State of California Employment Development Department, Labor Market Information 
Division, 2010).    
 
Santa Clara County, which has been going through budget deficits/crisis since 2002, is 
not immune to the collapse of the U.S. Banking System and the Real Estate Business in 
2008 (specifically the mortgage and lending industry), and the economic effects of the 
simultaneous wars between the U.S. and Iraq and Afghanistan. Santa Clara County’s 
real estate business and housing market remains unstable. Its unemployment rate has 
gone up from 2005 to June 2010 by 6.8%, which is higher than the national rate increase 
of 5.1% and slightly lower than the State of California’s rate increase of 7.4% for the 
same time period.  
 
 
 
II. Santa Clara County’s Medi-CAL Population Service Needs  
 
Inequities in access to mental health services are apparent;   the service gaps are 
clearly worse for:  a) the 0 to 5 and 60+ age groups relative to the 18-59 age 
group; b) females compared to males; c) the Hispanics, Asians/Pacific Islanders 
relative to the Whites; d) foster care data show the highest penetration rate 
among the Native Americans and the lowest among the Whites; and, e) the 16-25 
age group’s penetration rate was lower than the county’s overall average 
penetration rate. 
 
 
CLIENT UTILIZATION DATA BY RACE/ETHNICITY, LANGUAGE, AGE, AND 
GENDER       
 
The Santa Clara County Mental Health Department’s assessments of service needs 
have always included client preferred service language, race/ethnicity, age, and gender.  
This allows the MHD to plan and respond according to cultural and/or service-language 
needs of its service(s) eligible residents and mental health clients.  However, at this 
point, penetration rates by language(s) spoken or preferred service-language by clients 
are not available either locally or from the State.  
 
The Medi-CAL Population by Language Spoken.    Based on the Santa Clara County 
Social Services Agency Data for CY 2008, majority of those residents eligible for Medi-
CAL is either English-Speaking (40.53%) or Spanish-speaking (37.85%).   Vietnamese 
speaking persons make up the third largest ethnic group of Medi-CAL eligible residents 
of Santa Clara County (12.01%).  (Note:  The number of Medi-CAL eligible persons may 
be higher, because it is likely that not all who qualify do apply – “for some reason”.) 
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Santa Clara County Social Services Agency Data for CY 2008 
Language Spoken Number (N=210351) Percent 
English 85255 40.53%
Spanish 79625 37.85%
Vietnamese 25267 12.01%
Mandarin 5727 2.72%
Tagalog 3432 1.63%
Cantonese 2644 1.26%
Other Languages  8401 3.99%

 
The CY 2008 and CY 2007 Medi-CAL Population:  Race/Ethnicity, Age, Gender.  (Refer 
to Appendix B.2).   The CY 2008 and CY 2007 data from the CAEQRO APS show that: 
  

 Santa Clara County’s overall average penetration rate for CY 2008 and CY  
2007 (5.67%) was lower compared to that of other large MHP and Statewide 
(MHP: 6.32% in CY 2008 and 6.52% in CY 2007; Statewide: 6.19%);  

 The majority of the CY 2008 Medi-CAL eligible Santa Clara County residents  
is Hispanic (50.86%), between 18-59 years old (37.4%), and female (57.1%). 
While the Whites had the highest penetration rate (i.e., 13.68% in CY 2008 
and 13.24% in CY 2007), the Hispanics (4.55% in CY 2008 and 3.29% in CY 
2007) and Asian/Pacific Islanders (4.55% in CY 2008 and 4.82% in CY 2007) 
had the worst penetration rates; 

 Amongst Medi-CAL Eligible residents of Santa Clara County for CY 2008, the  
18-59 year olds (8.32%) had highest penetration rate, while the 0 to 5 year 
olds (2.01%), and the 60 years old and older (3.84%) had the worst;  

 For CY 2008 and CY 2007, Santa Clara County’s penetration rates for both  
males (6.25% and 6.08%) and females (5.23% and 5.37%) were lower 
compared to that of other Large MHP (males: 6.96% and 7.16%; females: 
5.83% and 6.03%) and Statewide (males: 6.90% and 6.88%; females: 5.65% 
and 5.67%); and, 

 The overall retention rates at the 5 to 15 and more than 15 service units were  
lower compared to California (SCC: 27.38% and 49.48%, respectively;  
California:  32.14% and 41.83%, respectively).  

 
The Medi-CAL Population:  Foster Care and Transitional Age Youth (TAY).  The 
CAEQRO APS report also included Foster Care mental health services utilization data 
as well as utilization data specifically for the 16 to 25 age group (Refer to Appendix B.3). 

 
CY 2008 Foster Care Data.     The Santa Clara County CY 2008 Foster Care 
data, show a total of 1054 out of 1927 eligible persons per month accessed 
mental health services along with foster care.  The County’s penetration rate 
was 54.7%, which was slightly lower than the Large MHP (55.98%) and 
California (58.11%). In the County:  the highest penetration rate was found 
among Native Americans (83.33%) and the lowest among the Whites (53.35%); 
the penetration rate was lowest among the 0 to 5 age group (22.92%); and, 
more males (56.14%) than females (53.24%) accessed mental health services.  
The retention rate for mental health services users among CY 2008 foster care 
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clients for the County was lower at the 5 to 15 services compared to California 
(SCC: 19.64%; California: 24.8%) but was higher at more than 15 services units 
(SCC: 69.26%; California: 55.46%).  
 
CY 2007 Foster Care Data.     FY The Santa Clara County CY 2007 Foster 
Care data, show a total of 1096 out of 2112 eligible persons per month 
accessed mental health services along with foster care.  The County’s 
penetration rate was 51.89% was lower than the Large MHP (53.12%) and 
California (55.25%).  In the County:  the highest penetration rate was found 
among Native Americans (75.00%) and the lowest was among the Whites 
(50.83%); the penetration rate was lowest among the 0 to 5 age group 
(16.23%); and, more males (7.27%) than females (4.56%) accessed mental 
health services.  The retention rate for mental health services users among CY 
2007 foster care clients for the County was lower at the 5 to 15 services units 
compared to California (SCC: 18.43%; California: 25.19%) but was higher at the 
more than 15 services units (SCC: 65.88%;  California:  54.48%).  

 
CY 2008 TAY Data.     The number of 16-25 year olds served in CY 2008 was 
1858 out of 33,068 average number of eligible persons per month.  Santa Clara 
County’s penetration rate was 5.62% which is lower than the Large MHP 
(7.00%) and California (7.11%). In the County:  the Whites (13.91%), Other 
(12.13%), African Americans/Blacks (10.19%), and Native Americans (8.99%) 
had the highest penetration rates, while the Hispanics (4.00%) and the 
Asians/PI (3.92%) had the lowest;  amongst the Medi-CAL eligible 16-25 age 
group, the 16-17 year olds (8.70%) accessed mental health services the best; 
and, more males (7.27%) than females (4.56%) accessed the services. The 
retention rates among the 16-25 year old clients (TAY) for the County at the 5 to 
15 and more than 15 service units were lower compared to California (SCC: 
22.5% and 55.17%, respectively;  California: 28.49% and 44.24%, respectively).   
 
CY 2007 TAY Data.     The number of 16-25 year olds served in CY 2007 was 
1687 out of 32,184 average number of eligible persons per month.  Santa Clara 
County’s penetration rate was 5.24% which is lower than the Large MHP 
(6.26%) and California (6.94%).  In the County:  the Other (14.38%), Whites 
(12.54%), African Americans/Blacks (9.44%), and Native Americans (7.75%) 
had the highest penetration rates, while the Hispanics (3.68%) and the 
Asians/PI (3.67%) had the lowest;  amongst the Medi-CAL eligible 16-25 age 
group, the 16-17 year olds accessed mental health services the best; and, more 
males (6.68%) than females (4.35%) accessed the services.  The retention rate 
among the 16-25 year old clients (TAY) for the County at the 5 to 15 services 
units was  lower compared to California (SCC: 23.06%; California 28.96%) but 
was higher at the more than 15 services units compared to California (SCC: 
52.82%; California: 43.99%).  
 

(Note: There is no substantial difference between CY 2008 and CY 2007.  The data 
suggest inequity in access to mental health services.) 
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ANALYSIS OF DISPARITIES WITHIN THE MEDI-CAL POPULATION      
 
Santa Clara County represents 2.3% of the total mental health services needs in the 
State of California amongst those households at <200% of the Federal Poverty Level 
(SCC Prevalence = 22,570 and CA Prevalence = 971,781) (CPES Estimates of Need 
for MH Services CY 2007).   Santa Clara County is the fifth largest Mental Health Plan 
in California (APS EQRO Report). 
 
The results of a straightforward review of penetration rates data for persons eligible for 
Medi-CAL, show:  race/ethnicity, age, and gender related disparities in access to mental 
health services utilization:  
  

 Hispanics and APIs are in have the worst access or lowest penetration rates  
 compared to Whites and others; 

 The 0-5 and 60+ age groups have the lowest penetration rates;while the 18- 
59 age group had the highest penetration rate; 

 Penetration rates for males are better than females; 
 Foster Care data show the highest penetration rate among the Native  
Americans and the lowest among the Whites; and,  

 The 16-25 (CY 2008: 5.62%;  CY 2007: 5.24%) age group’s penetration rate  
was lower than the county’s overall average penetration rate of 5.67% for 
both CY 2007 and CY 2008. 

 
To further assess the identified disparities, gaps in penetration rates were examined by 
calculating: a) the difference between the race/ethnic group with the highest penetration 
rate (in this case, the White), and each of the other race/ethnic groups; b) the difference 
between the age group with the highest penetration rate (in this case, the 18-59 years 
old age group, and each of the other age groups; and, c) the difference between the 
male and female penetration rates (the males have a higher rate than females). 
 

Race/Ethnicity.   The overall penetration rates in CY 2008 and CY 2007 for 
Asians/Pacific Islanders and Hispanics were the lowest compared to all the 
other racial/ethnic groups for Santa Clara County, the Large MHP and the State 
of California (Refer to Appendix B.2).  For Santa Clara County, the rates went 
down from CY 2007 to CY 2008 for the Native Americans (-1.06%), Other 
(0.77%), and the Asian/Pacific Islander (-0.27%).  

 
Race/Ethnicity:  Penetration Rates Change from CY 2007 to CY 2008 
 Santa Clara County 
 CY 2008 Penetration Rate CY 2007 Penetration Rate Change 
White 13.68% 13.24% +0.44% 
Black 9.30% 9.25% +0.05% 
Asian/Pacific Islander 4.55% 4.82% -0.27% 
Native Americans 10.67% 11.73% -1.06% 
Two or More Races     
Hispanic 3.47% 3.29% +0.18% 
Other 9.91% 10.68% -0.77%
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In CY 2008 and CY 2007, the Whites had the highest penetration rate 
compared to all other groups.  The widest ethnicity/race equity gap is between 
Whites and Hispanics (CY 2008:13.68% minus 3.47% =10.21%; CY 
2007:13.24% minus 3.29% =9.95%) as well as between Whites and 
Asian/Pacific Islanders (CY 2008: 13.68% minus 4.55% =9.13%; CY 2007: 
13.24% minus 4.82% =8.42%).  The data also show that from CY 2007 to CY 
2008, there was a widening or an increase in the gap between Whites and 
Hispanics (from 9.95% in CY 2007 up to 10.21% in CY 2008 or a 0.26% 
increase) and between Whites and A/PIs (from 8.42% up to 9.13% or a 0.71% 
increase). 

  

Racial/Ethnicity Gap in Penetration Rates (in %) from 2007 to 2008: 
MediCAL Eligible 
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8.42
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Age Group.  The overall penetration rates in CY 2008 and CY 2007 for the 18 to 
59 year old age group were the highest compared to all the other age groups 
for Santa Clara County, the Large MHP and the State of California (Refer to 
Appendix B.2).  For Santa Clara County, the rates went down from CY 2007 to 
CY 2008 for all age groups (6 to 17: -0.04%; 18 to 59: -0.12%; 60+:  -0.15%) 
except for the 0-5 age group (+0.43%).  
 
Age Group:  Penetration Rates Change from CY 2007 to CY 2008 
 Santa Clara County 
 CY 2007 

Penetration Rate 
CY 2008 Penetration 
Rate 

Change 

0-5 1.58% 2.01% +0.43%
6-17 5.86% 5.82% -0.04%
18-59 8.44% 8.32% -0.12%
60+ 3.99% 3.84% -0.15%

 
 

The widest age group equity gap (i.e., relative to the age group with the highest 
penetration rate) is between the 18 to 59 and 0 to 5 age groups    (CY 2007: 
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8.44% minus 1.58% = 6.86%; CY 2008: 8.32% minus 2.01% = 6.31%); and the 
18 to 59 and 60+ age groups (CY 2007: 8.44% minus 3.99% = 4.45%; CY 
2008:  8.32% minus 3.84% = 4.48%).  The data also show that from CY 2007 to 
CY 2008 there were narrowing gaps (i.e., improvements) or declines in the gap 
between 18 to 59 and 0 to 5 age groups (from 6.86% in CY 2007 down to 
6.31% in CY 2008 or a 0.55% decrease) and between 18 to 59 and 6 to 17 age 
groups (from 2.58% in CY 2007 down to 2.50% in CY 2008 or a 0.08% 
decrease).  There was however an increase (0.03%) in the gap between the 18 
to 59 and the 60+ age groups (i.e., from 4.45 in CY 2007 up to 4.48 in CY 
2008). 
  

Age Group Gap in Penetration Rates (in %) from 2007 to 2008: MediCAL Eligible 
Clients

4.45 4.48

6.316.86

2.52.58

0

4

8

CY 2007 CY 2008

18-59 vs 0-5 yrs
18-59 vs 6-17
18-59 vs 60+

 
 
Gender.  The overall penetration rates in CY 2008 and CY 2007 for the males 
were higher than females for Santa Clara County, the Large MHP and the State 
of California (Refer to Attachment 2.2).  For Santa Clara County, the rates went 
up from CY 2007 to CY 2008 for the males (-0.17%) and down for the females 
(+0.14%).  

 
Gender:  Penetration Rates Change from CY 2007 to CY 2008 
 Santa Clara County 
 CY 2007 Penetration 

Rate 
CY 2008 Penetration 
Rate 

Change 

Male 6.08 6.25% +0.17%
Female 5.37% 5.23% -0.14%

 
 

Furthermore, the Santa Clara County gender gap in terms of rate of penetration 
is narrower compared the Statewide and Large Mental Health Plan penetration 
rates.  However, the data show a gender gap increase from 0.71% in CY 2007 
to 1.02% in CY 2008 or a 0.31% increase in favor of the males. 
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Gender Gap in Penetration Rate (in %) from 2007 to 2008: Medi-Cal Eligible 
Clients

1.02

0.71

0

1

2

CY 2007 CY 2008

Male vs Female

 
 
 
III. 200% of Poverty (minus Medi-CAL) population and service needs: 
Review and Analysis of Disparities   
 
Among Medi-CAL Eligible persons in CY 2008 and CY 2007:  more than half of White-
NH households living below 200% of FPL were not on Medi-CAL, while proportionately 
more African Americans were on Medi-CAL, and between 13.6% to 36.1% of each of 
the other racial/ethnic groups were not on Medi-CAL;  the males have a higher 
penetration rate than females in CY 2007 and CY 2008; and the 16 to 25 age group 
have a higher penetration rate than the 18-21 and 22-25 age groups. 
 
Note:  Data on service needs by language groups are not currently available.   The 
MHD-DSU staff is refining the data and will submit a data report by July 2011. 
 
 
SUMMARY OF 200% OF POVERTY (MINUS MED-CAL POPULATION) AND CLIENT 
UTILIZATION DATA BY RACE, ETHNICITY, LANGUAGE, AGE, AND. GENDER 
(AND OTHER LOCALLY AVAILABLE DATA) 
 
Based on FY 08-09 data out of UniCARE provided by MHD’s Decision Support Unit, the 
Santa Clara County MHD served 21,750 individuals.  The unserved is estimated at 
24.7%.  The number of persons eligible for Medi-CAL may actually be higher, but it is 
likely that not all who qualify do apply. The 24.7% percentage estimate of the unserved 
may likewise include those who are eligible but are not on MediCAL. 
 
The CY 2007 and CY 2008 data on the estimates of needs and poverty for Santa Clara 
County from the State of California-DMH show disparities in financial support to access 
health care services, related to race/ethnicity, age, and gender (Refer to Appendix B.4, 
column d):   
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Race/Ethnicity.   Excluding those who are Medi-CAL eligible from the 200% of FPL 
population, the data show that:    
 

 51.23% in CY 2008 and 51.31% in CY 2007 (more than half) of White-NH 
Households living below the 200% Federal Poverty Level in Santa Clara County was 
not on Medi-CAL.  (It is surmised that the Whites who maybe Medi-CAL eligible were 
not on Medi-CAL because some from this racial/ethnic group:  a) may not know how 
to navigate the system, b) may be on other public and private health insurance 
coverage combined, c) may be making enough to not qualify for Medi-CAL; or, d) 
may be using alternative health care practices that Medi-CAL does not pay for.)  

 
 13.5% in CY 2008 and 17.02% in CY 2007 of Hispanic Households living below 

the 200% Federal Poverty Level in Santa Clara County was not on Medi-CAL.  (It is 
surmised that many Hispanics who may be Medi-CAL eligible were not on Medi-CAL 
because this ethnic group a) includes documented and undocumented new 
immigrants and their children; and/or, b) may not know how to navigate the system; 
and because of the cultural stigma associated with being mentally ill.) 

 
 24.89% in CY 2008 and 36.09% in CY 2007 of Native Americans-NH Households 

living below the 200% Federal Poverty Level in Santa Clara County was not on Medi-
CAL.  (It is surmised that many Native Americans who may be eligible for Medi-CAL 
were not on Medi-CAL because this ethnic group a) may not know how to navigate 
the system; b) may distrust the system; c) maybe using alternative healthcare 
practices that Medi-CAL does not pay for, and also d) because of the cultural stigma 
associated with being mentally ill.) 

 
 20.86% in CY 2008 and 22.71% in CY 2007 of Asian and Pacific Islanders (APIs) 

Households living below the 200% Federal Poverty Level in Santa Clara County was 
not on Medi-CAL.  (It is surmised that Asian/Pacific Islanders who may be eligible for 
Medi-CAL were not on Medi-CAL because this ethnic group a) may include 
documented and undocumented new immigrants and their children; b) may not know 
how to navigate the system; c) maybe subscribing to other health care practices that 
Medi-CAL does not actually pay for; d) may be on other public and private health 
insurance coverage combined; and e) because of the cultural stigma associated with 
being on public support). 

 
 Proportionately more of the African American Households who were not living 

below the 200% Federal Poverty Level in Santa Clara County were on Medi-CAL   
(-17.68% in CY 2008 and -17.70% in CY 2007).    (African Americans make up 2.5% 
of Santa Clara’s population and 3.1% of the total cases in Households at or below 
200% of the FPL in need of mental health services in CY 2007.  Perhaps some 
members of this racial group were using Medi-CAL for other services other than 
mental health services, such as:  emergency services to obtain certain drugs, that 
proportionately way more of this group in need of mental health care were on Medi-
CAL.)   
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Gender.   In CY 2008, 29.59% of the males and 12.18% of the females; and, in CY 
2007, 32.06% of the males and 14.54% of the females in Households living below the 
200% of the Federal Poverty Level in Santa Clara County were not on Medi-CAL.   
(Note: It may be that those females who are eligible for Medi-CAL but were not, may be 
receiving health care support from other sources [i.e., other public and private 
insurance].  With regards to the males in need of mental health services but were not on 
Medi-CAL, they perhaps consist the uninsured or the so-called underinsured.) 
 
Age Group.   CY 2008 and CY 2008 data show that:   
 

 33.16% in CY 2008 and 35.17% in CY 2007 of 18 Years Old and Older Age Group 
Households living below the 200% Federal Poverty Level in Santa Clara County was 
not on Medi-CAL.  (Note: A number of the 18 years old and older in the U.S., maybe 
regarded as the gap group as far as health insurance is concerned – working enough 
to be out of Medi-CAL or have recently fallen out of parental health insurance 
coverage and yet still not on Medi-CAL.  Why would proportionately way more of the 
0 to 17 year olds in need of mental health care be on Medi-CAL?    [Note:  The data 
need to be broken down for the 0 to 17 years old.]).   

 
 36.65% in CY 2008 and 34.75% in CY 2007 of the 0 to 5 Years Old Age Group 

Households who were not living below the 200% of the Federal Poverty Level were 
on Medi-CAL.  (Note: This can be accounted for by the emphasis on early prevention 
for all children [See National Agenda:  Healthy People 2010]). 

 
 
 
IV. MHSA Community Services and Supports (CSS) population 
assessment and service needs  
 
SANTA CLARA COUNTY’S CSS PLAN:  POPULATION ASSESSMENT     
 
The Santa Clara County 2005 CSS Plan utilized its FY 2002-2003 mental health 
services utilization data to identify met and unmet needs.  As shown in the following 
table, excepting the 60+ age group, Latinos and Asians make up the majority of those 
who have not received any kind of mental health services across age groups, amongst 
persons within 0 to 199% of the FPL (or Below 200%) with Serious Emotional 
Disturbance (SED) or Serious Mental Illness (SMI) in FY 2003. 
 
Hispanic/Latino children ages 15 and younger make up the majority of consumers 
(51%), followed by White children (26.25%), Asian/Pacific Islander children (10.7%) and 
African American children (7.35%). Among the underserved/inappropriately served 
consumers, however, Latino children (51%) represent the highest proportion of 
underserved youth followed by White youth (26%), Asian/Pacific Islanders (11%), 
African Americans (7%), Other and Multiethnic (3%), and Native Americans (2%).    
Relative to need, Latino and Multiethnic children and youth are more likely to be 
underserved.   The MH service utilization data below guided the CSS Plan. It shows that 
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the unserved/underserved by age group by ethnicity for persons in Santa Clara County 
with SED and SMI and who were at <200% FPL. 
 
 
At <200% of FPL with SED and SMI (CSS Plan 2005)   
 Prevalence Unserved 

(FY MHD Service Utilization Data) 
Underserved/ 
Inappropriately Served  

Age 
Group 

27,606   

0 to 5 2,669 
 

2184 82% 
 
 

FY 03 Data: 
46% are Latinos 
25% are Asians 
1.4% are Whites 

6 to 15 4,221 
 

 36% 
 
 

FY 03 Data: 
50% are Latinos 
38% are Asians 
13% are Multi/Bi-racial/Other 

FY 03 Data  
51% Latinos 
26% Whites 
11% AP/Is 
7% African Americans 
3% Other/Multiethnic 
2% Native Americans 

16 to 25 4,341 
 

1147 26% FY 03 Data: 
Latinos 
Asians 

48% Whites 
31% Latinos 
7% African American 
11% API 
0.38% Native American 

26 to 59 13,469 
 

 14% FY 03 Data: 
Two Thirds are Latinos  
More than 50% are Asians 

Note:  2005 CSS Plan 
cites data for an AB2034 
program only. 

60+ 2,906 623 21% FY 04 Data: Note:  2005 CSS Plan 
cites data for an AB2034 
program only. 

290 Latino 
324 White 
9 Native American 

 
The MHD services utilization data for FY 08-09 out of UniCARE (provided by MHD 
Decision Support Unit -- out of UniCARE) show that 24.7% are unserved; data also 
suggest that (proportionately) the largest unserved groups are the 60+ age group 
followed by 26-59 age group; and, that the least unserved are the 0-15 age group.  
(Note:  Breakdown for 0-5 and 6-15 will need to be pulled out  for future tracking.) 
 
FY 2008-2009:  MHD Data out of UniCARE   
Age Group Prevalence Unserved Percentage of Unserved 
Total 28875 7125 24.7% 
0-15 6494 726 11.2% 
16-25 4434 880 19.9% 
26-59 14220 3896 27.4% 
60+ 3727 1623 43.6% 

 
 
The overall data below show that APIs, Mixed (Bi/Multiracial), Whites and Latinos are 
unserved, while African Americans and American Indians are overserved  by 114% and 
94.4%, respectively, by the MHD.   
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FY 2008-2009:  MHD Data out of UniCARE (Prepared by MHD Decision Support Unit)  

Ethnicity Prevalence* FY09 
Served

Number Served as 
Percentage  
Prevalence 

FY09 Unserved

African American 660 1,414 214.2% -754
American Indian 108 210 194.4% -102
Asian/Pacific 
Islander (API) 7,749 2,909 37.5% 4,840

Latino 7,608 7,382 97.0% 226
White 11,772 6,919 58.8% 4,853
Mixed 828 26 3.1% 802
Other 150 834 556.0% -684
Unknown  2,056  -2,056
Total 28,875 21,750 7,12575.3%

 
 
The MHD services data out of UniCARE for Emergency Psychiatric Services (EPS) and 
Juvenile Probation Department (JPD) for FY 08-09 show:  a) proportionately more 
African Americans and Latinos and more Transitional Age Youths receive mental health 
services through JPD; and b) proportionately more Whites, more Transitional Age 
Youths and Adults receive mental health services through EPS (Refer to Appendix B.5). 
 
ANALYSIS OF DISPARITIES IDENTIFIED IN CRITERION 2 SECTION IV (FROM 
DATA IN CSS PLAN):     
 
MHD Data for FY 03-04 in the CSS Plan  (refer to page 25, this document), overall, 
suggest that majority of the unserved were Latinos, followed by Asians, while the 
majority of the underserved or inappropriately served were Latinos followed by Whites.  
Proportionately more Latinos and African Americans receive mental health services 
through the JPD and more Whites receive mental health services through EPS. 
Proportionately more non-white members of the age groups 0-15, 16-25, and 26-59 
were unserved, and the majority of those in the 60+ age group are White, and the 
County’s service utilization data suggest that 21% are not receiving any mental health 
services. 
 

0-15 (Children).    Data from FY03 show ethnic disparities in services provided to  
children 0-15 years, with Latino, Asian, and other non-white youth having the 
greatest relative unmet need.  Amongst children and youth age 15 and younger, 
Latino children represent the majority of consumers (51%), followed by White 
children (26.25%), Asian/Pacific Islander children (10.70%), African American 
children (7.35%), Other (2.91%) and Native American (1.76%).  As Chart A shows, 
Asian and Latino youth are underserved relative to their representation in the 
poverty population, while African American and White youth are shown as over-
represented in service.   (Please see Appendix I of the Santa Clara County CSS 
Plan in which 0 through 15 have been merged). 
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Based on a review of services provided to the two primary focal populations  
selected for the CSS Plan, foster care and juvenile justice-involved youth, it was 
estimated that approximately 20% to 25% of youth in these systems receive some 
mental health service each year, which is less than half the rate of need based on 
studies.  Further, many of these youth are provided only brief service through 
screening and crisis intervention while in custody settings and, thus, are 
considered to be significantly underserved.   

 
White youth are more likely to be referred by mental health or education systems  
into services and, consequently, they receive intensive outpatient or residential 
placements in mental health care facilities.  In fact, service utilization data for FY03 
show that White youth were more likely to be fully served compared to children of 
color.  In sharp contrast are utilization patterns for children of color who are more 
likely to receive services in juvenile hall or after being arrested and detained.  The 
Juvenile Probation population, which is over-represented by minorities as 
mentioned earlier, receives a comparatively lower frequency and intensity of 
mental health services.  This finding is further underscored by the fact that the 
prevalence of SMI/SED and ethnic profiles of clients changes significantly within 
the dependency and custody populations.  There prevalence rates for SED/SMI 
are as high as 50% to 60%, while estimates for the general population range from 
8% and 9%, thus understating ethnic disparities.   

 
16 to 25 (Transition Age Youth).    A review of mental health service data  from  
FY03 reveals ethnic disparities in services provided to this age group, with Latino, 
Asian, and other non-white youth having the greatest relative unmet need.   

                
26 to 59 (Adults).    Among estimates of unserved in Santa Clara County, Latino 
and Asian adults are over-represented compared to White adults.  While Whites 
comprise 27% of the Santa Clara County poverty population that is 26 through 59 
years of age, they make up 46% of clients served in FY03.  In contrast, Latinos of 
this age group, who comprise 36% of the Santa Clara County poverty population, 
make up only 20% of clients served.  Asians of this age group comprise 28% of 
the Santa Clara County poverty population but make up only 19% of clients 
receiving outpatient services.  Conversely, while African Americans of this age 
group comprise 4% of the poverty population, they make up 7% of clients served. 

                
60 + (Older Adults).    Based on US Census 2000, 13.11% of Santa Clara 
County’s population consisted of 60+ with 62.8% White.  It was projected that this 
age group will almost double in number between 2000 and 2020 (from 220,600 to 
428,300); by the year 2030, no racial group will comprise a majority of the 60+ 
population); and, by 2050, White, Hispanic, and Asian seniors would each reflect 
roughly 32% of the older adult (60+) population (CSS Plan 2005, p. 54-55). 
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V. The Prevention and Early Intervention (PEI) Plan  
 
THE PEI PRIORITY POPULATION     
 
Santa Clara County identified the following priority population(s) in the PEI Plan:  1) 
Underserved Cultural Populations,  2) Trauma Exposed Individuals,   3) Children and 
Youth in Stressed Families,   4) Children and Youth at Risk for School Failure; and,   5) 
Children and Youth at Risk of or Experiencing Juvenile Justice Involvement. 
 
THE PROCESS AND RATIONALE FOR SELECTION OF PEI PRIORITY 
POPULATION    
 
The PEI Plan is the result of an almost two-year effort by a large collaboration of 
interested individuals and groups, including the substantial participation and substantive 
contribution of consumers and family members.  The process involved the following 
efforts: 
 

 A range of forums, focus groups and town hall meetings were held to solicit  
input and share knowledge.  Panel discussions with local community leaders  
as well as noted speakers highlighted the regular, well attended meetings.  

 Informational materials, including newsletters in five languages, were  
produced on a regular basis; and numerous presentations were made to  
community groups.   

 Key Santa Clara County-specific topics were researched and reports were  
produced and disseminated.   

 Strategy Work Groups did the tough work of synthesizing and prioritizing the  
critical concerns that had emerged to identify the Key Community Needs and 
Priority Populations that would be the focus of the initial PEI Plan.  

 The 57 participants in the Strategy Work Groups worked with staff and  
consultants to learn about best practice strategies and to tie the needs and  
populations to effective projects and strategies for the PEI Plan.   

 
The draft of the PEI Plan was posted and widely disseminated for a 30-day period.  It 
was then endorsed as the Final PEI Plan by the Mental Health Board, supported by 
Santa Clara County’s MHSA Stakeholder and Leadership Committee, and passed 
unanimously by the Santa Clara County Board of Supervisors for submission to the 
MSOAC. 
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CRITERION 3:   COUNTY MENTAL HEALTH SYSTEM 
STRATEGIES AND EFFORTS FOR REDUCING RACIAL, 
ETHNIC, CULTURAL, AND LINGUISTIC MENTAL HEALTH 
DISPARITIES 

 
THE PLAN:   The MHD shall develop data reports to monitor identified disparities, 
shall conduct conceptual reviews on developments for continuing understanding of 
cultural disparities unique to the Santa Clara County and develop timely methods of 
disseminating this information to the  MH Board, MHD stakeholders and decision 
makers. 

 
 
 
I.  Identified Unserved/Underserved Target Populations (with 
disparities) 
 
TARGET POPULATIONS (with Disparities) within MEDI-CAL, COMMUNITY 
SERVICES SUPPORT (CSS), WORKFORCE EDUCATION and TRAINING (WET), 
and PREVENTION and EARLY INTERVENTION (PEI) PRIORITY POPULATIONS  
 
Medi-CAL Population.     Within the Medi-CAL population, the target populations with 
disparities are (Refer to Criterion 2, Section II):  
 

1. Females have slightly lower penetration rates relative to males;  
2. Hispanics and APIs have the worst access to mental health services  

compared to Whites and others; and, 
3. The 0 to 5 and the 60+ age groups have the lowest penetration rates. 

 
Community Services Support (CSS) Population.     Within the CSS population, the 
target populations with disparities are (Please refer to:  pp. 38-69 of the 2005 CSS 
Three-Year Plan FY 07-09 and updates in CSS 2010 Three-Year Plan FY 09-12):   

 
1. 0 to 5 High Risk -  Santa Clara County FY03 data show that overall, 82%  

are underserved; 46% of the underserved are Latinos, 25% are Asians,  
and 1.4% is Whites. 

2. Foster Care Youth - Santa Clara County’s African American youth make  
up 11.3% of entries into foster care while they comprise 2.5% of the county’s 0 to 
18 year-old population. Latino youth make up 57.3% of entries into foster care 
while they comprise 32.6% of the county’s 0 to 18 year-old population. 

3. Juvenile Justice Youth; Juvenile Hall population is at a 30-year high with 340  
youth, a 33% increase from two years ago; nearly three-quarters of those 
detained are youth of color.  African American youth make up 9.1% of the 
juvenile facilities population while they comprise 2.5% of the county’s 0 to 18 
year-old population.  Latino youth make up 69.4% of juvenile facilities population 
while they comprise 32.6% of the county’s 0 to 18 year-old population. 
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4. 0 to15 SMI/SED Underserved:  Santa Clara County FY03 and FY04 data show 
that Santa Clara County’s underserved consists of 51% Latinos, 26% Whites, 
11% AP/Is, 7% African Americans, 3% Other/Multiethnic, and 2% Native 
Americans ---  For the 6 to 15 age group, Santa Clara County FY03 data show 
that 8.3% are underserved, of which, 50% are Latinos, 38% are Asians, and 13% 
are Multi/bi-racial/Other. 

5. 16-25 Aging Out of Youth Systems:  Santa Clara County FY03 data show that 
26% are underserved; and the majority of which are of Latino or Asian ancestry.   

6. 16-25 (Transitional Age Youth) with First Break Psychosis (See CSS Plan 2005, 
p. 38 & p. 68). 

7. 26-59 (Adults) in Jail, Homeless, and Dually Diagnosed SMI/Substance Abuse 
(See CSS Plan 2005, p. 38 & p. 69). 

8. 26 to 59 (Adults) Unserved and Underserved SMI:   Santa Clara County FY04 
data show that 14% are underserved; of which two thirds are Latinos and more 
than 50% are Asians (See CSS Plan 2005, p. 38 & p. 69).   

9. 60+ High Risk/ Isolated SMI:   Santa Clara County data show that 21% are  
underserved; 290 are Latinos, 324 are Whites, and 9 are Native Americans (See 
CSS Plan 2005, p. 38, 63-64, & p. 69). 

10. Survivors of torture; and, (CSS Plan p. 58) 
11. Homeless, or at-risk of homelessness & unemployment (CSS Plan p. 38).    

 
Workforce, Education and Training Population.     Within the WET population, the target 
populations with disparities are (Refer FY2009 WET Plan):  
 

 Psychiatrists for Children and Older Adults -- Contract/CBO had difficulty filling  
positions 

 Transitional Age Youth  --- need to recruit from this group 
 Non-English Monolingual (Hispanics and Asians -- cultural populations) 
 Hearing Impaired (new) 
 Consumers and Family who are not in the Workforce:  Volunteers , Interns 
 Consumer and Family members from ethnic, cultural and linguistic groups 
 Direct Care Providers – there is a shortage of licensed staff with cultural and  

linguistic competence for work with Native Americans, Hmong, Vietnamese, 
Somali, immigrants, refugees; positions difficult to fill at CBO sites 

 Non-White persons in managerial and positions requiring licenses and advanced  
degrees  

 Current Direct Service Providers and Staff (Continuous Cultural Competency  
Training) 

 Consumers, Family, Cultural, Linguistic Groups (not clearly included in cultural  
competency training, workforce development – needs assessment)  

 
Prevention, and Early Intervention Target Population.     Within the PEI population, the 
target populations with disparities are (Refer FY2010 PEI Plan): 
  

1. Underserved Cultural Populations, especially:         
Latinos and Asian Americans, Transitional Age Youth,  
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Adults and Older Adults, and   
Immigrants and Refugees 

2. Underserved Trauma Exposed Individuals, especially:   Refugees 
3. Underserved Children and Youth in Stressed Families, especially:    

Children and Youth in Poor Families/Households (CY at Risk for School  
Failure, in Stressed Families and Underserved Cultural Populations)  

Children and Youth who have been abused  
Children and Youth who are substance abusers 

4. Underserved Children and Youth at Risk for School Failure, especially:    
Children and Youth who are underperforming or failing in school,  
Children and Youth in Poor Families/Households 
Children whose parents are substance abusers 
Children and Youth who drop out of school (Native Americans, Pacific  

Islanders, African Americans) 
Children and Youth who are substance abusers 

5. Underserved Children and Youth at Risk of or Experiencing Juvenile Justice 
Involvement, especially:     

Youth of Color in Juvenile Facilities (African Americans & Latino Youth)  
Children and Youth in Foster Care or Probation 

 
SANTA CLARA COUNTY’S PROCESS and RATIONAL for SELECTION of PEI 
TARGET POPULATION(S) with DISPARITIES      
 
Through MHD sponsored forums, 50 focus groups, 6 town hall meetings, panel 
discussions with local community leaders, meetings featuring noted speakers, and 
research to supplement and/or guide collaborative efforts among stakeholders, the 
MHD together with the PEI strategy work groups have identified the following 
underserved populations with disparities as priority for PEI:  a) the underserved cultural 
populations;   b) the underserved trauma-exposed individuals;   c) the underserved 
children and youth in stressed families;   d) the underserved children and youth at risk 
for school failure; and,   e) the underserved children and youth at risk of or experiencing 
juvenile justice involvement (See PEI Plan FY 09-10). 
 
Underserved Cultural Populations.    Data suggest disparities in service access among 
ethnic and cultural minority populations in Santa Clara County.  More specifically the 
largest unmet need for mental health services in Santa Clara County is found among 
Latinos and Asian Americans  
 

TAY.      PEI primarily focuses on transition age youth (TAY) with psychiatric 
illness/psychotic features, because (See PEI Projects P3 and P2): 
 

 The 16 to 25 age group is most associated with the onset of serious 
psychiatric illness.   

 The suicide rate is especially high for individuals experiencing the 
first onset of psychosis.  One study found that more than 15% of 
participants in an early psychosis program attempted suicide before 
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beginning treatment.  In studies of childhood-onset schizophrenia, 
the mortality rate from suicide is 5% to 11%.  In Santa Clara County, 
suicide is the third leading cause of death among teenagers ages 15 
to 19; and 18.7% of 9th and 19.7% of 11th graders in Santa Clara 
County reported having seriously considered suicide in 2004.  Santa 
Clara County ranks 54th out of 58 counties (with 58 being the worst) 
in the rate of adolescent self-inflicted injury. 

 As research has shown (Cited in PEI Plan, 2010), the lack of 
prevention and early intervention strategies for those experiencing 
first onset or those who are in an At Risk Mental State (ARMS) has 
devastating effects.  Individuals with long-term psychosis are more 
likely to be involved with the criminal justice system, have difficulty 
finding and maintaining Employment, and receive public assistance.  
In follow-up studies, more than one half of children with 
schizophrenia have persistent, severe impairment in social skills and 
limitations in academic and occupational achievement. 

 The County estimates that the number of individuals served is less 
than one-tenth of the estimated need.    (Note:  There were 226,695 
young people between the ages of 16 and 25 in Santa Clara County 
as of the 2000 U.S. Census.  Applying a generally recognized rate 
of occurrence of a psychotic episode at three out of every 100 
young people would mean that 6,800 of these Santa Clara County 
youth and young adults have experienced or will experience a 
psychotic illness.)   

     
Adult and Older Adults.     PEI also focuses on Adults and Older Adults,  
without psychotic features but are living in high risk areas because (See PEI 
Project 4). 
 

 The California Department of Public Health confirms that suicide 
rates increase with age.  And although older adults (75+) having 
significantly higher rates of suicide than all other age groups, the 
greatest number of suicides are among adults 45-54 years old; this 
age group also has the third highest suicide rate. 

 Stakeholders reported that older adults are at greater risk for 
depression and acknowledged the unique challenges faced by and 
related to serving older adults:  Older adults face a difficult transition 
period as their physical health deteriorates as they progress in age 
and transition is often accompanied by significant life changes, such 
as the loss of meaningful daily activities and reduced income.  They 
are also more likely to experience the loss of loved ones and friends 
and are more likely to become dependent on others for basic daily 
needs. 

 Even with MHSA funding, the County estimates that less than 50% 
of severely mentally ill individuals who need to rely on the County’s 
public mental health system actually receive services.  (County 
relies heavily on discretionary funds to meet the needs of uninsured 
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persons, those involved in the criminal justice system, and the 
homeless.) 

 Almost no services are geared towards preventing mental health 
problems from escalating into a diagnosable mental illness.   A 
study by the Community Health Partnership found that at least 30% 
of all community clinic patients are seen for mental health services 
in combination with primary care services.  This would mean that 
approximately 65,000 adults and older adults seek mental health 
services from their primary care providers.  (Many more may need 
services but do not seek assistance either because of a lack of 
knowledge on their part, the lack of provider training, or because of 
stigma or fear of discrimination.) 

 Of those psychological disorders which presented themselves in 
primary care settings, the most common were depression, panic and 
generalized anxiety disorder, many with concurrent substance 
abuse. Indeed, among the county’s older adult consumers, 
depressive disorders were the most prevalent mental health 
problems. 

 In a 2004 Countywide Senior Needs Assessment, older adults 
ranked lack of transportation and lack of information as their two 
most prevalent problems. 

 Older adults comprise approximately 13% of the county population.  
Santa Clara County is one of 11 California counties predicted to 
experience the greatest population growth among seniors.  Between 
2000 and 2020, the population of older adults (60+) is expected to 
double, from 220,600 to 428,300. 

 Maintaining the emotional and behavioral health of adults and older 
adults and providing PEI services before symptoms become a 
diagnosis and/or before a mental health problem becomes disabling 
condition, can potentially avoid costly crisis interventions, long-term 
treatment and suicide.   

 
Immigrants.      PEI also focuses on immigrants and refugees because (See 
PEI Projects 4 and 1): 

 
 The stakeholders upheld what research has also well documented. 

The financially disadvantaged and immigrant families and children 
experience tremendous stress as they (try to) adapt to a new 
culture.   Immigrants tend to seek out and receive fewer services 
due to fear of immigration status, language barriers, misperceptions 
about the mental health system, or cultural stigmas or biases.  
Cultural misconceptions and clashes with children can lead to 
problems as well.  There is lack of cultural sensitivity among service 
providers and discrimination against minority and/or low-income 
youth.  There is difficulty on the part of non-US born parents who do 
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not understand their new culture and are afraid to seek help 
because of the Immigration and Customs Enforcement (ICE). 

 Immigrants represent an estimated 36.8% of the County population; 
they appear to have higher rates of mental health symptoms or 
problems than U.S. born individuals.  In a random sample survey 
conducted by the Santa Clara County Office of Human Relations on 
the top five immigrant groups in Santa Clara County (from Mexico, 
Vietnam, China, the Philippines, and India), compared to the U.S. 
born, immigrants report higher rates of sadness (32% vs. 25%), 
anger (25% vs. 22%), isolation (20% vs. 10%), fear (15% vs. 6%), 
flashbacks (7.1% vs. 2.6%), nightmares (6% vs. 1.7%), 
hallucinations (6% vs. 1%), and self-destructive behaviors (3.3% vs. 
2.6%). 

 Although immigrants report more service needs than the U.S. born, 
immigrants receive fewer services.  Compared to the U.S. born, 
immigrants on public assistance received lower rates of medical 
care (83.8% vs. 86.8%), dental care (59.6% vs. 72.7%), and eye 
care (54.2% vs. 56.3%).  

 Immigrants are especially unlikely to receive food assistance (46.9% 
vs. 72.3%), emotional support (9.2% vs. 31.8%), child care (8.5% 
vs. 34.3%), criminal justice help (3.4%) vs. 14.6%), and domestic 
violence help (2.9% vs. 16.7%). 

 
Trauma-Exposed Individuals.    Research indicates that many mental health problems 
are based on cumulative situational risk factors and traumatic events as well such 
arising from biological, neurological and genetic factors.  Research reveals that reactive 
and situational mental illnesses are more prevalent among those populations that 
experience multiple stressors and trauma.  Each risk factor is generally complicated by 
the presence of one or more additional risk factors. It is the presence of more than one 
factor that increases the likelihood of negative outcomes.   
 
Among the high risk immigrant population, newly resettled refugees (less than two years 
in the county) have the greatest risk for developing mental health problems because 
they come to the United States under very difficult circumstances.  (A refugee is a 
person who left their country of origin and who cannot return because of persecution or 
well-founded fear of persecution.  After enduring conditions such as war, torture, 
violence, imprisonment or prolonged periods of fear or anxiety, almost all refugees are 
trauma-exposed.)  Post Traumatic Stress Disorder (PTSD) is especially prevalent in 
refugee populations and is virtually always accompanied by another disorder, usually a 
mood, anxiety or substance disorder. 
 
The data from State of California Department of Social Services Refugee Programs 
Bureau show that Santa Clara County resettles the third largest number of refugees, 
taking in since 2005 to 2009 an average of 474 new refugees each year.  (An 
undetermined additional number move to the county after processing through other 
locations.)  Under CSS, the County commissioned a study to assess the mental health 
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needs of refugees who were survivors of torture.  It is estimated that there may be up to 
35,000 victims of torture residing in the County.  Preliminary reports indicate that of 80 
individuals assessed, nearly half showed symptoms of anxiety, depression or both.  At 
the time of assessment, only some of these individuals exhibited symptoms severe 
enough to warrant access into the County’s adult system of care, and few, if any, had 
no access to early intervention services. 
 

Children and Youth (0 to 15 years old) (See PEI Project 2).    PEI focuses on 
the 0-15 Year Olds because  a) as research has shown, many mental health 
problems are based on cumulative situational risk factors and traumatic events 
as well such arising from biological, neurological and genetic factors.  b) 
Parental stress, family discord and unstable home situations are central to the 
development of emotional problems in children and lead to negative mental 
health outcomes.  c) Statistically, children who grow up poor are more likely to 
go hungry, to live in overcrowded or unstable housing and unsafe 
neighborhoods, to receive a poorer education, to have less access to health 
care, dental care, child care and other community resources (for e.g., after-
school programs, sports and extracurricular opportunities).  Poverty is a primary 
negative contributing factor in preventable mental illness, other poor health 
outcomes, substance abuse, domestic violence, child abuse, neglect, elder 
abuse and exploitation, gang involvement and other criminal activities.  In Santa 
Clara County, 25% of all households, (or more than 400,000 people), are living 
below the standards of self-sufficiency (i.e., they lack enough income to cover 
the daily basics of life).   

 
Children and Youth in Stressed Families and Underserved Cultural Populations.       
Data and Statistics show:  In SCC, ethnic minority/cultural groups are relatively 
poorer (wage data, employment);  Latinos comprised 57% of the total 
admissions to Santa Clara County Department of Alcohol and Drug Services 
treatment programs for all forms of substance abuse; Latinos accounted for 
71% of all admissions for alcohol detoxification;  The rate of substantiated child 
abuse of African American children was 6 times higher than the rate of 
Caucasian children; and, The rate of substantiated child abuse of Hispanic 
children was twice that of Caucasians. 

 
Children and Youth at Risk for School Failure.      Stakeholder 
communities suspected that school failure (either for misconduct or 
poor academic performance) could be an indicator of emotional or 
behavioral problems. Stakeholders also expressed that substance 
abuse, either on the part of the parents or the child, put children at 
greater risk for mental health problems and that is it a significant risk 
factor associated school failure.  Data and Statistics do show that: 
Native Americans youth make up 19.7% of school drop-outs while they 
comprise .3% of the county’s 0 to 18 year-old population; Pacific 
Islander youth make up 21.1% of school drop-outs, while they also 
comprise .3% of the county’s 0 to 18 year-old population; African 
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American youth make up11.3% of entries into foster care and 9.1% of 
the juvenile facilities population while they comprise 2.5% of the 
county’s 0 to 18 year-old population. 

 
Children and Youth at Risk of or Experiencing Juvenile Justice 
Involvement.     Stakeholders expressed that substance abuse (either 
on the part of the parents or the child) put children at greater risk for 
mental health problems and is a significant risk factor associated with 
involvement with the juvenile justice and child welfare systems.  
Children in these systems are also at a greater risk for developing 
emotional problems because of events prior to and/or after involvement 
with these systems.  Data and Statistics show that Santa Clara 
County’s Juvenile Hall population is at a 30-year high with 340 youth, a 
33% increase from two years ago; nearly three-quarters of those 
detained are youth of color; African American youth make up11.3% of 
entries into foster care and 9.1% of the juvenile facilities population 
while they comprise 2.5% of the county’s 0 to 18 year-old population; 
and, Latino youth make up 57.3% of entries into foster care and 69.4% 
of juvenile facilities population while they comprise 32.6% of the 
county’s 0 to 18 year-old population.  Furthermore, in Santa Clara 
County Children’s Shelter, a pilot program since January 2005 through 
which children ages 6 to 11 years old who enter the foster care system 
are screened for mental health problems, out of 823 children who were 
assessed from January 2005 through March 2008, only 56 did not meet 
medical necessity criterion for mental health services.  Santa Clara 
County’s Probation Department also reported the presence of one or 
more trauma (exposure to violence) factors in 81% of boys and 91.7% 
of girls in custody over the last eight years, and among out-of-custody 
kids over the last eight years, 95.6% of boys and 100% of girls had at 
least one trauma factor.  
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II to V. Santa Clara County’s Strategies to Reduce Disparities:  
Timeline and Monitoring  
 
Note:  The Following Covers Criterion 3, Sections II to V of the Guidance. 
 
List of CSS STRATEGIES   (For descriptions refer to pages 37 to 40, this document) 

 
i.  Child and Family System Improvement 
ii. Young Child System of Care Development 
iii. TAY System of Care Development 
iv.  Adult System Development 
v.  Criminal Justice System Development 
vi.  Older Adult System of Care Development 
vii.  Housing Options 
viii. Behavioral and Primary Health Care Partnership 
ix. Behavioral Health Learning Partnership    

 
List of WET STRATEGIES   (For descriptions, refer to pages 40 to 41, this document) 
i. Workforce Education Training (WET) Coordination 
ii. Promising Practice-Based Training in Adult Recovery Principles and Child, Adolescent and Family 
Service Models 
iii. Improved Services and Outreach to Unserved and Underserved Populations 
iv. Welcoming Consumers and Family Members 
v. WET Collaboration with Key System Partners 
vi. A Comprehensive Mental Health Career Pathway Model 
vii. Stipends and Incentives to Support Mental Health Career Pathway 

 
List of PEI STRATEGIES    (For descriptions, refer to pages 41 to 46, this document) 
i. Project 1:  Community Engagement & Capacity Building for Reducing Stigma & Discrimination 
ii. Project 2:  Strengthening Families and Children 
iii. Project 3:  Prevention and Early Intervention for Individuals Experiencing the Onset of Serious 
Psychiatric Illness  with Psychotic Features 
iv. Project 4:  Primary Care/ Behavioral Health Integration of Adults and Older Adults    
 
ADDITIONAL STRATEGIES    (Refer to pages 47-48, this document) 
 
SRATEGIES IDENTIFIED IN CSS, WET, AND PEI PLANS FOR REDUCING THE 
DISPARITIES IDENTIFIED 
 
Description of The CSS Strategies.   It has 9 strategies: 
 

i. Child and Family System Improvement       
 
This strategy targets 0-17 year olds with SED who are any or a combination or all 
of the following: juvenile justice involved, at risk for or experiencing abuse and/or 
neglect, members of the cultural minority, members of uninsured ethnic 
populations.  This strategy includes the MHSA-FSP for 0 to 15.  MHD will also 
improve its system of care for children and youth by expanding screening and 
treatment services to the 6 to 17 year olds through interagency collaboration and 
incorporation parents and family members as service providers. 
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ii. Young Child System of Care Development 
 
This targets the 0 to 5 age group at higher risk for disruptions, delays, and 
abnormal development.  This strategy specifically aims to capture high risk 0 to 5 
during the pregnancy of high risk mothers.  MHD will establish a leadership team 
for all agencies serving 0 to 5 year olds to: 1) improve coordination    2) leverage 
resources  3) improve knowledge management and competencies among parents, 
providers, and specialists   4) establish quality screening and assessment, and 
parent support models.  This strategy will improve early identification, treatment, 
interventions, services linkages, school readiness and school success.  
 
iii. TAY System of Care Development 
   
This targets 16-25 year olds adjudicated through the Juvenile Dependency and 
Delinquency Courts with mental illness and co-occurring conditions, and who are 
any or a combination or all of the following: in special education or MH systems, of 
Latino, African American, Asian/Pacific Islander, Native American ancestry, 
LGBTQ, and members of other ethnic minority. MHD has been re-designing its 
TAY system of care by including TAY consumers in the development and 
implementation of this strategy which includes specialized outreach and crisis 
intervention, linkages, self-help, and provision of peer-support and case 
management services at a 24-hour drop in center and a community center serving 
the LGBTQ community.    
 
iv.  Adult System Development    
 
This is essentially outpatient services for unserved/underserved community-based 
mentally ill 18-59 year old adults, who are any, or a combination or all of the 
following:  Latino, African American, Asian/Pacific Islander, Native American 
ancestry, LGBTQ, considered refugees, dually diagnosed with mental illness and 
substance abuse issues.  MHD has been re-designing its system of care for adults 
towards a behavioral health model of care, service expansions, and applying the 
wellness and recovery model. The re-design involves consumers and family 
members in outreach, engagement, assessment, care planning and delivery. MHD 
have been expanding self-help and peer support services together with contract 
agencies, collaborating with system partners (e.g., law enforcement) to improve 
services at interface between multiple systems.  Core services that had been 
created or expanded are MH Urgent Care Center, Wellness Clinic that specializes 
in assisting the uninsured to obtain benefits, FSP Program for Adults with high 
levels of need, and expansion for resources for adults discharged from IMDs, 
inpatient hospitals, State hospitals, EPS, or crisis residential services.  
 
v. Criminal Justice System Development 
 
This targets the 18-59 adults, who are dually diagnosed with mental health and 
substance abuse issues, and who are criminal justice involved, have a history of 
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incarceration(s) or frequent incarcerations, lack stable housing, receive inadequate 
services.  Its FSP targets mentally ill Latino, African American, and Native 
American ancestry.  MHD has implemented ways to stabilize incarceration and 
recidivism rates by linking criminal justice involved (had been in-jail, had contact 
with the criminal justice system) adults to outpatient and community-based mental 
health service agencies prior to release.  Through the Transitional Housing 
Program (which provides coverage for year as opposed to Transitional Housing 
Unit which provides coverage for 90 days), vocational training assistance, and 
outpatient teams to serve FSP enrolled and non-FSP enrolled adults towards 
recovery.  

 
vi. Older Adult System of Care Development  
 
This targets the 60+ age group with SMI, who are shut-it, isolated physically, 
linguistically, culturally, and who are homeless, who are refugees, SMIs 
discharged from IMD, SNF, State Hospitals, crisis-residential facilities, Emergency 
Psychiatric Services, who have severe co-occurring physical disorders, who are 
Latino, Asian, non-English monolingual.   MHD has been re-designing the mental 
health outpatient system toward Behavioral Health Model of a care and applying 
wellness and recovery model.  Currently, outreach, in-home assessment, and 
case management services are provided to isolated older adults as well as 
outreach and education in community based senior centers are provided through 
the Golden Gateway program, while the FSP picks up those who require more 
intensive services.  The re-design aims to improve outpatient services to older 
adults through staff training and development, cultural, involvement of consumer 
and family members, and cultural competency. 
 
vii. Housing Options 

 
This targets mentally ill consumers who are homeless or at risk for homelessness 
and who have any or a combination or all of the following:  co-occurring disorders, 
suffer from abuse, and criminal justice involved.  MHD partners and collaborates 
with other Santa Clara County agencies which deal with homeless persons and 
with the not for profit housing developers, uses outreach, engagement  and case 
management to link homeless with appropriate agencies such as the FSP as well 
as non-FSP for housing assistance, long term treatment and stabilization, and 
mental health recovery. 
 
viii. Behavioral and Primary Health Care Partnership 
 
This targets all unserved and underserved consumers and their families, 
particularly those who have any or a combination or all of the following:  homeless 
or at risk for homelessness, co-occurring disorders, suffer from abuse, and 
criminal justice involved.  MHD put up the MH Specialty Assessment Clinic which 
requires collaboration between MHD and the Santa Clara Valley Medical Center to 
improve pharmacy and primary health care services and coordination.   It provides 
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mental health assessments, service link assistance, VMC enrollment for, annual 
health screenings with pharmacy education for enrolled consumers, pharmacy 
consultation, pharmacy discount, benefits counseling and assistance.  It will 
improve services coordination, provide more services to consumers, reduce 
pharmacy costs and generate revenue for the MHD through consumer benefits 
assistance.  
 
ix. Behavioral Health Learning Partnership 

 
This targets all unserved and underserved consumers and their families, 
particularly those who have any or a combination or all of the following:  homeless 
or at risk for homelessness, co-occurring disorders, suffer from abuse, and 
criminal justice involved.  MHD set up a Learning Partnership Division to ensure 
that  a) consumers and their family receive behavioral health care practice and 
skills training through the Workforce Education and Training (WET) project;  b) 
have a recognized venue to facilitate communication, sharing and exchange of 
practice and ideas through the incorporation of MHD’s Ethnic and Cultural 
Community Advisory Committees (ECCACs); and, c) MHD is data-driven through 
research, planning, evaluation, and reports prepared by the Decision Support Unit 
(DSU).  
 

Description of the WET Strategies.  It has 7 strategies: 
 
i. Workforce Education Training (WET) Coordination 
 
Program staff ensures   a) implementation of WET Plan in collaboration with the 
WET Workgroup Advisory Committee, stakeholders at county, state and regional 
levels; and, b) evaluation of its activities in collaboration with MHD’s Decision 
Support Unit.   
 
ii   Promising Practice-Based Training in Adult Recovery Principles and Child, 
Adolescent and Family Service Models       
 
Approximately 1500 to 2000 county and contract staff will receive 10 to 15 
trainings equivalent to about 100 training days to improve core competencies. 
 
iii. Improved Services and Outreach to Unserved and Underserved Populations       
 
Approximately 500 to 750 county and contract staff will receive 3 to 5 trainings 
equivalent to about 15 training days to improve cultural competency to meet the 
needs of unserved/underserved (e.g., including Transitional Age Youth, mono-
lingual clients, hearing impaired, etc.). 
iv. Welcoming Consumers and Family Members       
 
Approximately 300 to 500 county and contract staff will receive 3 to 5 trainings 
equivalent to about 15 training days to effectively integrate consumers/peers and 
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their family members into the public mental health workforce and leadership 
positions. 
 
v. WET Collaboration with Key System Partners 
 
Approximately 100 to 200 county and contract staff will receive 3 to 5 trainings 
equivalent to about 15 training days to improve MHD’s system wide collaboration 
with law enforcement, probation, child protective services, schools, foster care, 
homeless shelters, faith based organizations, organizations serving LGBTQ, and 
community centers. 
 
vi. A Comprehensive Mental Health Career Pathway Model. 
 
MHD will set up a Career Pathway Workgroup with members from stakeholder 
groups, and MHD support staff to ensure   a) implementation of the model,  b) 
collaboration with community partners, Office of Consumer Affairs, Ethnic Services 
Manager, Family Support and Education Program, Family Advocate/Parent 
Partner program, SCC Human Resources; and,  c) creation of coded positions to 
include experience as mental health consumer or family member as one of its 
minimum requirements.  
 
vii.  Stipends and Incentives to Support Mental Health Career Pathway 
 
MHD will allocate funds to provide scholarships for 64 individuals to enroll in a 
certificate or Associate’s or Bachelor’s Degree programs related to mental health.  
MHD staff will conduct educational resource inventory, develop relationships with 
educational institutions to assist consumers, family members and community 
partners with enrollment; network with local educational institutions to promote 
careers in public mental health; ensure  appropriate field placements; coordinate 
outreach, recruitment and admission of members of cultural groups to address 
mental health services disparities; and, promote recruitment of students with 
cultural and linguistic competencies into MHD’s Internship Program. 
 

Description of the PEI Strategies.    It has 4 project strategies: 
 
i. Project 1: Community Engagement & Capacity Building for Reducing Stigma & 
Discrimination       
 
MHD will work primarily with the Ethnic Cultural Communities Advisory 
Committees (ECCACs).   Under PEI:    a) ECCACs outreach and engagement 
means providing their communities with linguistically and culturally competent 
information about how to access services and supports, in addition to assisting 
severely mentally ill individuals and families to access and navigate the mental 
health system, per CSS;  b) MHD will work with the ECCACs to train community 
members in mental health literacy, early detection, peer support and how to 
access services;  c) MHD will use ECCACs as bridge to unserved and 
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underserved cultural communities to identify culturally specific programs to reduce 
stigma and discrimination and  acknowledge EECACs by incorporating 
contributions into plans and activities; and,   d)  MHD will use the EECACs to build 
community capacity by initially sponsoring an organization or association which 
will take the lead in development and implementation of activities to reduce ethnic 
and cultural disparities in access to services, and assisting such into evolving into 
an independent partner of the MHD (in the same capacity as NAMI, for instance). 
All these activities are expected to consequently increase ECCACs’ presence in 
the community as a resource and a link to services, establish EECAC as trainers 
and leaders in their own communities, ensure participation and representation of 
cultural communities and stakeholders in the overall implementation, and 
allocation of resources, and leverage resources and funding for expansion.  

 
ii. Project 2:  Strengthening Families and Children 
 
PEI project 2 aims to establish a continuum of primary through tertiary mental 
health preventive services to unserved/underserved 0-18 year old children and 
families in poverty, experienced/engaged in substance abuse, violence/trauma, 
school failure and involvement in the child welfare and/or juvenile justice systems.  
MHD will implement seven strategies:    a) Basic Parenting Support Program 
(Triple P Levels 1 and 2/3):  MHD will use the Positive Parenting Program (Triple 
P) Framework/Model.  MHD will partner with providers and the community, such 
as the First 5 Santa Clara County to efficiently coordinate implementation of the 
service model.  Triple P Level 1 reaches out to the broader community through 
social marketing and community-wide media campaigns regarding the importance 
of parenting and seeking assistance when dealing with common child-rearing 
issues.   Triple P Level 2 involves primary care professionals in regular contact 
with families having periodic discussions with parents about developmental and 
behavioral issues and providing parents with information about how to cope with 
specific child-rearing issues.  Triple P Level 3 targets children with mild to 
moderate behavioral difficulties and includes active skills training with rehearsal 
and self evaluation delivered through brief and flexible consultation;   b) Reach Out 
and Read (ROR):  MHD will implement ROR in partnership with Valley Medical 
Center Foundation and First 5.  Books for young children are made available in 
doctors’ offices, physicians and nurses are trained in utilizing books as a screening 
tool for developmental delays in children ages two months to five years, books are 
given to parents of young children, and parents are counseled concerning the 
value and importance of reading to their children.  The program will formalize 
screening and referrals between the MHD’s Zero to Five KidConnections and 
more than ten pediatric clinics;       c) Home Visitation Program (Nurse Family 
Partnership):  MHD will target high risk individuals rather than the broader 
community (i.e., low-income, first-time, single mothers who have been involved 
with dependency court, the foster care system, or the criminal justice system). 
MHD’s recommended practice model is the Nurse Family Partnership (NFP).  
MHD will use registered nurses from either the County’s Health and Hospital 
System or community-based primary care clinics.  Registered nurses will conduct 
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home visits to mothers beginning during pregnancy and continuing through the 
child’s second birthday; this provides the family with more intensive ongoing case 
management support, albeit time-limited, and allows parents/caregivers to access 
services from their primary health care providers or pediatricians;   d) Multi-Level, 
School-Based Prevention/Early Intervention Program (Strengthening Families):  
DMH will implement school-based prevention and early intervention programs to 
enhance the capacity of schools in high risk areas to help children and youth who 
are at risk of school failure due to unaddressed emotional or behavioral problems.  
MHD proposed the Strengthening Families Program Model, more specifically, that 
for Parents and Youth 10 to 14 years of age (SFP 10 to 14), which is a family skills 
training intervention designed to enhance school success and reduce youth 
substance use and aggression.  This strategy is aligned with DMH PEI Guidelines 
regarding children and youth at risk for school failure as a priority population.  
Communities may choose to focus on specific age ranges, grade levels, 
neighborhoods or other characteristics. The activities include:  education, engage 
of parents and school staff to increase mental health awareness, de-stigmatize 
services, and recruit and retain children and families in programs;   e) Enhanced 
Parenting Support (Triple P Levels Four and Five).  In each HRA, collaborating 
stakeholders will implement a program to support parents and caregivers address 
more severe behavioral difficulties in their children.  Many of the parents accessing 
the enhanced parenting support program will be those who have tried, without 
success, to implement the practices of a less intensive support program such as 
those described in the “Basic Parenting Support” strategy under the first three 
strategies (Levels Two and Three).  MHD recommends using Triple P Levels Four 
and Five which can be coordinated with Triple P Levels One, Two and Three.   
Level Four (Standard Triple P and Group Triple P) is an intensive strategy for 
parents of children with more severe behavioral difficulties.  Level Five (Enhanced 
Triple P) is an enhanced behavioral family strategy for families in which parenting 
difficulties are complicated by other sources of family distress.    Enhanced Triple 
P extends Standard Triple P by adding three to five sessions tailored to the needs 
of the family. Levels Four and Five are implemented by mental health 
professionals.  This strategy provides families the option (primarily those in the 
HRAs):  to access services that are not linked to schools, and allows other 
providers (primarily medical care providers) to refer caregiver/children to services 
regardless of which school the child attends;   f) Family-Based Intervention 
Program (Brief Strategic Family Therapy – BFST):  MHD will implement a family-
based intervention program in High Risk Areas. MHD recommends the Brief 
Strategic Family Therapy (BSFT) Model, which targets children and adolescents 
who display or are at risk of developing behavioral problems, including substance 
abuse.  BSFT is a short-term, problem-oriented intervention, which targets the 
particular problem interactions and behaviors in each client family.  Services will 
be provided by trained mental health professionals as families who will be 
accessing this service will generally have more difficult problems than those in a 
parenting support program or school-based prevention program.  This strategy is 
an alternative for parents and families to obtaining services connected to the 
child’s school; and,   g) Child/Skills Early Interventions (Trauma-Focused Cognitive 
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Behavioral Therapy – TF-CBT and Depression Treatment Quality Improvement – 
DTQI):  This strategy aims to address the needs of children in HRAs at-risk of or 
involved in the juvenile justice and/or dependency system.  TF-CBT is a conjoint 
child and parent psychotherapy model for children who are experiencing 
significant emotional and behavioral difficulties related to traumatic life events (i.e., 
violence, abuse, maltreatment, etc.).  It incorporates trauma-sensitive interventions 
with cognitive behavioral, family, and humanistic principles.  Teams of clinicians 
based mainly in primary care clinics, will be trained in TF-CFBT and DTQI to 
implement the strategy.  This strategy serves families and individuals experiencing 
the most severe difficulties, some which may be related to the early onset of 
serious psychiatric illness.  In most instances, providers will be community-based 
mental health agencies that have significant experience with youth. The County 
and its contract agencies have already begun implementing TF-CBT practices for 
SED youth and SMI TAY.   

 
iii.  Project 3:  Prevention and Early Intervention for Individuals Experiencing the 
Onset of Serious Psychiatric Illness with Psychotic Features 

 
This strategy focuses primarily on youth and TAY (11 to 25 years old); implements 
a continuum of services experiencing first onset to prevent psychotic episodes and 
subsequent psychotic episodes, improve levels of functioning, and decrease the 
incidence of suicide attempts or suicide ideation.  MHD selected the Early 
Detection and Intervention for the Prevention of Psychosis (EDIPP) Model to build 
the research evidence from the Portland Identification and Early Referral (PIER) 
model. This strategy involves:   a) Universal community education to increase the 
community’s overall awareness of the potential needs of children and adults 
experiencing ARMS or first onset in order to decrease stigma and discrimination 
which may be obstacles to seeking treatment;   b) Targeted multicultural outreach 
and training in which professional clinical staff with consumers and family 
members team up to engage and educate individuals, particularly those who 
regularly come into contact with young adults, and to train those individuals to 
recognize the signs and symptoms ARMS and first onset (including first 
responders such as the police, and parents of at risk populations;   c) Community-
based interventions: assessment, individual support, clinical interventions, skill-
building and medication as needed, conducted by clinical professionals trained in 
the EDIPP model;   d)  Multi-family support groups to establish long-term support 
structures for families and increase their capacity to support their loved ones;     e)  
Peer support services to allow individuals to connect with and build a network of 
support that is attuned to their experiences and culture;   f)  Supported 
employment and supported education to enable individuals to continue their 
educational and/or employment activities while maintaining their recovery; and,   g) 
Benefits Assistance and Social Services Navigation to assist individuals and 
families in accessing the supportive services they need in order to achieve and 
sustain long-term recovery;  it ensures that an individual’s recovery is supported 
by or coordinated with any other systems or institutions with which the young 
person may be involved.   The programs and services under this project will be 
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delivered by a team of trained clinical, medical and social work professionals and a 
cohort of trained consumers and family partners.  The project’s services will be a 
resource to all county residents but will likely be located within one of four “High 
Risk Areas” and situated in, or co-located with, a primary care clinic.  The project 
especially targets individuals from underserved cultural populations, including 
those in families with a history of psychiatric illness and those involved or at-risk of 
involvement with the foster care and/or juvenile justice systems. The underserved 
cultural populations identified by the MHD are the following: African, African 
American, Chinese, Filipino, LGBTQ, Latino, Native American and Vietnamese.  
underserved cultural populations lack the ability to identify the symptoms of ARMS 
or first break due to their own cultural interpretation of the behaviors.  The service 
teams will be multicultural and multilingual; moreover, the teams will be competent 
in “TAY culture.”   

 
iv. Project 4:  Primary Care/ Behavioral Health Integration of Adults and Older 
Adults 
 
This strategy targets unserved/underserved 16 and older individuals experiencing 
the first onset of psychiatric illness and is meant to seamlessly integrate behavioral 
health services in community primary care health clinics.   MHD will:   a) Deliver 
Behavioral Health Interventions in Primary Care Settings in high risk areas to 
provide unserved/underserved adults and older adults from cultural populations.  
This strategy applies the Improving Mood-Promoting Access to Collaborative 
Treatment (IMPACT) model with practitioners cross trained in Prolonged Exposure 
for Post Traumatic Stress Disorder (PTSD - PE).  In the IMPACT intervention 
model a “Care Manager” – clinician, nurse, social worker, or psychologist – works 
with the patient’s regular primary care provider to develop a course of treatment 
for symptoms of depression in consultation with a psychiatrist and the patient.  
Prolonged Exposure to PTSD therapy is a cognitive-behavioral treatment program 
for individuals suffering from posttraumatic stress disorder. As with IMPACT, a 
behavioral health professional would deliver the interventions in collaboration with 
the patient’s primary care provider;   b) Connect Patients to Behavioral Health 
Interventions.  MHD will integrate with and educate primary care providers in 
collaboration with Care Managers and psychiatrists to  improve primary care 
providers’ ability to identify patients who would benefit from behavioral health 
interventions,  enhance all staff members’ knowledge of how physical conditions 
affect mental health and vice versa,   develop tools that primary care providers can 
use to help patients articulate their mental health needs, and establish culturally 
competent and effective methods for encouraging/referring patients to seek and 
utilize behavioral health services.   

 
MHD will contract with patient/consumer or family-driven organizations to develop 
and implement educational materials in coordination with ECCAC (PEI Project 1) 
to Outreach to Patients of Community Clinics. This will be implemented in 
conjunction with MHD’s Consumer Health Education Technological Needs Project 
(CFTN) that will set up technological support to patient mental health education in 
the clinics.  MHD will involved consumers and family members of underserved 
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cultural populations in the delivery of these outreach programs.  Ethnically diverse 
peers and family members will be hired to support patients and providers 
throughout the treatment cycle.  MHD will contract with community-based 
organizations to expand outreach and engagement to Older Adults in high risk 
areas in collaboration with CSS Services and the Gatekeeper Case Finding Model. 
Outreach efforts will be delivered in natural community settings; members of the 
community who come into contact with older adults as part of their regular job are 
organized and trained to become “Gatekeepers” who can identify at-risk older 
adults and connect them to services.;   and,  c)  Deliver Specialized Services for 
Refugees to meet the needs of newly resettled refugees who are at greater risk for 
mental health problems because of their exposure to trauma.  The primary point of 
entry for services is the refugee’s assigned resettlement agency, which is 
responsible for case management, resettlement assistance and linkage of refugee 
to other needed services.  All refugees undergo a physical health assessment at 
the County’s Refugee Clinic and are connected to primary care providers.  For 
early interventions, the Care Managers closely coordinates with the refugees’ 
support team, which consists of primary care provider and resettlement agency 
case manager, and the Care Managers, who must be able to deliver services in 
primary care settings, at a resettlement agency or in a setting that is culturally 
appropriate for the refugee.  For more extensive treatment services, the Care 
Managers can facilitate transition to other ongoing mental health services such as 
an FSP program, outpatient services, the County’s Medical Home Model or (if 
certain criteria are met) the County’s Center for Survivors of Torture (operated by 
Asian Americans for Community Involvement) which provides clinical evaluation 
and/or treatment and social services to survivors of torture from all countries.  The 
team would target their outreach and education activities to specific cultural 
communities, resettlement agency staff, service providers who support the 
resettlement agencies and the network of services and volunteers embodied by 
the Immigrant and Refugee Forum of Santa Clara County.  The team works in 
partnership with consumers and family members who share the experiences of the 
targeted refugees. 

 
STRATEGIES IDENTIFIED FOR EACH TARGETED AREA AS NOTED IN 
CRITERION 2 FOR THE MEDI-CAL POPULATION, 200% OF POVERTY 
POPULATION, MHSA/CSS POPULATION, AND PEI PRIORITY POPULATION  
 
The following monitoring grid shows CSS, WET, and PEI strategies that address 
disparities within the Medi-CAL, 200% of FPL, CSS, and PEI populations.  No PEI 
strategies were identified to address disparities within the 200% of FPL population.  
(Note:  Boxes marked “x” means that CSS, WET and PEI strategies numbered i, ii, iii, 
and so forth have been identified to address/reduce identified disparities numbered 1,2, 
3, and so forth.) 
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Monitoring Grid:  Strategies for Reducing Disparities 
  CSS Strategies – see pages 47-40 WET Strategies - see pages 

40-41 
PEI Strategies- 
see pages 41-46 

Population Disparity I ii iii iv v vi Vii viii ix i ii iii iv v vi vii i ii iii Iv 
Medi-CAL 1           x x    x x    

 2   x      x  x x  x   x x x X 

3 (0 to 5) x X               x x    
3 (60 +)      x x x X x x  x x  x  x x x x X 

       x               

200% of 
FPL 

1 x X x x x x X x x  x x  x  x     

 2                     

 3 x  x x x x X x x  x x  x  x     

 4 x  x x x X X x x  x x  x  x     

CSS 1 x X      x x  x x x x   x x x  

 2 x  x    X x x  x x x x   x x x  

 3   x  x  X x x  x x x x   x x x  

 4 x X     X x x  x x x x   x x x  

 5   x    X x x  x x x x   x x x  

 6   x    X x x  x x x x   x   x  

 7    x x  X x x  x x x x   x   X 

 8    x x  X x x  x x x x   x   X 

 9      x X x x  x x x x   x   X 

 10    x  x  x x  x x x x   x   X 

 11 x  x  x x X x x  x x x x     x X 
                      

PEI 1 x X x x x x X x x  x x x x x x x x x X 

 2 x  x  x x X x x  x x x x x x x x x X 

 3 x X x    X    x x x x x x x x x  

 4  X x    X x x  x x x x x x x x x  

 5 x X x    X x x  x x x x x x x x x  

Note:  Refer to Appendix C.2 and also to Criterion 3, Section I (pages 29 to 31) for 
identified disparities within:  a) the Medi-CAL Population, b) CSS Priority Populations, 
and c) the PEI Priority Populations.   Refer to Criterion 2, Section III (pages 22 to 24) 
for identified disparities within the 200% of FPL (minus Medi-CAL) Population. 
 
 
ADDITIONAL STRATEGIES (OBJECTIVES) 
 
The MHD’s CC/ESM works closely with the MH Board’s MAC.  The CC/ESM with MAC 
to put on the MH Board Agenda strategies to strengthen the integration into the Mental 
Health Plan of the Cultural Competency Plan, including its implementation, monitoring, 
and evaluation.  The CC/ESM who functions as Learning Partnership Director can 
support and advise the Stakeholder’s Leadership Committee and the MHD Executive 
Management (through participation in redesign team meetings, performance outcomes 
committee meetings, MHD program development meetings) 
 
The MHD program development: 

 
1.   Must coordinate with the MHD DSU’s implementation planning, research, 
training, and evaluation team to facilitate:   a) determination of target and equity 
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goals (i.e., how wide a gap or disparity is acceptable?); b) a consolidated 
outcomes reporting (i.e., whether the target and equity goals were met or not); c) 
establishment of a coordinated timeline (for all county, state and federally funded 
projects) for implementation and outcomes evaluation and reporting; and; d) 
discussion of the specifics of monitoring measures and activities the county uses 
to monitor the reduction or elimination of disparities; e) to semi-annually evaluate 
the effect of identified strategies, actions, and timelines on reducing, and review 
specific objectives; and, f) readiness by 2011 by capturing  and establishing 
current baseline data for use in ongoing quality improvement and qualitative 
analysis of the county’s efforts to reduce identified disparities.  The SCC MHD’s 
baseline data information and progress updates in the reduction of mental health 
disparities will be submitted to the State in 2011 as well as in subsequent CCPR 
Annual Updates.    

 
2.   The MHD DSU to:  a) semi-annually and annually produce reports on 
penetration rates by age group, ethnicity/race, gender, and preferred threshold 
language; b) quarterly produce reports on penetration rates by strategy, program, 
and service entry point;   c) quarterly produce overall retention rates for brand new 
clients as well as by age group, ethnicity/race, gender, and preferred language); d)  
semi-annual outcomes reports to assess clinical management, programs, and the 
service and delivery system, at the least by race/ethnicity (consider bi-racial 
group), age group (consider flexibility in reporting by age-group), gender, and 
preferred language (See Appendix C.1 for a sample report in development).  The 
MHD will make the annual reports available in the threshold languages, and 
posted on the MHD website; e) prepare conceptual review briefings for the MHD 
Executive Management and the MH Board (on topics such as:  mental Illness from 
culture to culture and assessment, and diagnosis; the issues surrounding ICD9 
and DSM TR-IV in Asia, US, and Europe; mental illness, law, religion, politics, and 
privacy, and etc.) 

 
3.   The MHD, staff, and consultant(s) will undergo annual performance evaluation 
by its constituents and business partners, as follows:  clients and their families, 
members of the Minority Advisory Committee, and the MH Board. 

 
PLANNING AND MONITORING OF IDENTIFIED STRATEGIES /OBJECTIVES 
/ACTIONS/ TIMELINES TO REDUCE MENTAL HEALTH DISPARTIES 
 
The following monitoring grid presents the current status of the strategies included in 
the CSS, WET, and PEI Plans, as well as a timeline for additional strategies.  
 
 
 
 
 
 
 
 
 

50 of 97 



Santa Clara County Mental Health Department Cultural Competence Plan 
 November 17, 2010 

Monitoring Grid: Status of Strategies 
   Status 

i Ongoing 
ii Ongoing 
iii Ongoing 
iv Ongoing 
v Ongoing 
vi Ongoing 
vii Ongoing 
viii Ongoing 

CSS Strategies 
 

ix Ongoing 
i  Ongoing 
ii  Ongoing 
iii  Ongoing 
iv  Ongoing 
v  Ongoing 
vi  Ongoing 

WET Strategies   

vii  Ongoing 
i  Ongoing 
ii  RFP Development 
iii  Ongoing 

PEI Strategies  

iv  RFP Development  
NOTE:  Please refer to pages 37 to 46 for the list and description of the CSS 
Strategies, WET Strategies, and PEI Strategies. 
 
 
 

1. MHD Program Development and DSU 
Coordination  Beginning in 2011 
2. Regular Reporting and Online Publication  Beginning In 2011 Additional 

Strategies 3.  Annual MHD Staff Performance Evaluation 
by its Constituents and Business Partners  Begin discussion in 2011 
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CRITERION 4:   COUNTY MENTAL HEALTH SYSTEM 
CLIENT/FAMILY MEMBER/COMMUNITY COMMITTEE: 
INTEGRATION OF THE COMMITTEE WITHIN THE COUNTY 
MENTAL HEALTH SYSTEM  
 
THE PLAN:  The MHD-DSU shall provide the Minority Advisory Committee (MAC) 
service utilization data reports on a regular basis as well as the results of special 
studies.  Such provision shall strengthen the Committee’s ability to engage in 
improvement of services and delivery to reduce disparities in various levels and 
domains.  
 
 
 
I.  Santa Clara County Mental Health Department’s (MHD) Cultural 
Competence Committee 
 
THE CULTURAL COMPETENCE COMMITTEE       
 
The Minority Advisory Committee (MAC) is a sub-committee of the Santa Clara County 
Mental Health Board and serves as the MHD’s Cultural Competency Committee.  It is 
composed of the Mental Heath Board members, MHD staff, community representatives 
and other mental health stakeholders.  The MH Board members are appointed by the 
County Board of Supervisors and serve in an advisory capacity.  The MH Board has a 
number of sub-committees, each of which is chaired by an active MH Board member. 
All MH Board meetings are open to the public. 
 
One of the provisions of the Bronzon-McCorquodale Act was to establish a Mental 
Health Board as an advisory to the Board of Supervisors (BOS). The Santa Clara 
County Mental Health Board (MHB) consists of a representative from BOS and fifteen 
representatives from the general population appointed by BOS members.  
By statute, the MHB has the following responsibilities.  
 

1. Review and evaluate the community’s mental health needs, services, facilities,  
and special problems;  

2. Review any County agreements entered into pursuant to Welfare and  
Institutions Code § 5650;  

3. Advise the Board of Supervisors and the County Mental Health Director as to  
any aspect of the County mental health program;  

4. Review and approve the procedures used to ensure citizens and professionals’  
involvement at all stages of the planning process;  

5. Submit an annual report to the Board of Supervisors on the needs and  
performance of the County’s mental health system;  

6. Review and make recommendations on applicants for the position of County  
Mental Health Director. The Mental Health Board shall be included in the 
selection process prior to the appointment by the appointing authority;  
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7. Review and comment on the County’s performance outcome data and  
communicate its findings to the State Mental Health Commission or similar 
agency as required by law;  

8. Assess the impact of realignment of services from the State to the County on  
services delivered to clients, and on the local community; and,  

9. Perform such other duties as required law or the Board of Supervisors. 
 
MHD POLICIES, PROCEDURES, AND PRACTICES 
 
The MHD P&Ps pertaining to cultural competency are:     
 
As the advisory board to the MHD, the MHB is required to assure members of the 
Cultural Competence Committee will be reflective of the community  
 
MH Board policies state that like others, it is the right of persons from ethnic minority 
communities to equally participate in all phases of the Santa Clara County Mental 
Health Delivery System. They have the right to become members of MHB, to compete 
or bid for Request for Proposals (RFP) to contract for services, to apply and work for the 
Department and to volunteer. To this end, as a Committee, the Minority Advisory 
Committee (MAC) is to make recommendations to the Mental Health Board (MHB) 
ensuring ethnic minorities having equal access and opportunities in becoming involved 
with the County’s Mental Health System.  The statute specifically and clearly states that:    
 

“Members of the Mental Health Board shall reflect the ethnic diversity of the client 
population in the County as a whole and shall represent all geographic regions 
and the demographic (youth/adult/older adult) of the County”.  

 
In addition:  
 

“The Recruitment Committee shall be responsible for working with the Board of 
Supervisors to ensure that the composition of the Mental Health Board is in 
compliance with California state laws and represents the ethnic diversity in the 
County and demographics (youth/adult/older adult) of the County as a whole”.  

 
The County Mental Health Department data show that sixty-seven percent (67%) of the 
County’s populations are ethnic minorities, and sixty-seven percent (67%) of the 
consumers receiving services from the County Mental Health Department are also 
ethnic minorities. With sixteen (16) members of MHB, only five (5) members are of 
ethnic minorities. This is not congruent with the 67% required by law. As a result, MHB 
is out of compliance.  
 
For FY 2009-2010, the MAC’s number one objective in response to MHB Responsibility 
#3 (i.e., Advise the Board of Supervisor and the County Mental Health Director as to 
any aspect of the County mental health program), is to let the MHB and the Board of 
Supervisors (BOS) know that the MHB is out of compliance with respect to membership.  
To help remedy this noncompliance, MHB may recommend appointees to BOS through 
its Recruitment Committee. 
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ORGANIZATIONAL CHART 
 
See Appendix D for additional details. MHD has also set up internal 
committees/workgroups [i.e., Re-Design Teams, Recovery Committee, Grievance 
Committee] & Internal Departmental Partnerships. 
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MINORITY ADVISORY COMMITTEE (MAC) MEMBERSHIP ROSTER       
 
The MAC is led by a Chairperson and a Co-Chairperson.  Except for MHD staff, 
attendees may vote on a motion; if passed, it is then taken by this sub-Committee’s 
Chairperson to the MHB-Executive Committee for review and vote; if passed (by 
majority), it is then taken by the Executive Committee to the full MH Board for a vote. 
 
Name Role Affiliation, if any Date 

Appointed 
Date of 
Term 
Expiration 

Tito A. Cortez Chairperson MHB 03/24/09 06/30/11 
Henry J. Morrilo Co-Chair MHB 06/24/09 06/30/12 
Laurie Leung  AACI 
Richard Koncer  ALA 
Hussain Rahim  Consumer Affairs 
Tom Hardy  Consumer Affairs 
Dave Speicher  Consumer Affairs 
Chuan Pham  Consumer Affairs 
Lorraine Zeller  Consumer Affairs 
Tirus Ashford  CWBC 
Melody H.  ECCAC 
Thu Hien Nguyen  ECCAC 
Leticia Avila  ECCAC 
Sam H.  ECCAC 
Penny Aguila  ECCAC - Filipino 
Fredes G. Limos  ECCAC - Filipino 
Genaro Lugardo  ECCAC - Latino 
Mohammed Ali  ECCAC African Am 
Aileen Lam  ECCAC Chinese 
Amparo Munoz  ECCAC Latino 
Karita M. Hummer  FACT – CMH 
Yeon Lee  GFCC 
Quyen Vuong  ICAN 
Dan Correa  Momentum MH 
Archie Moore  NAACP 
Juan Perez  NAMI / ECCAC Latino 
Chris Thipphavong  Participant 
Wayne Mrelhe  Participant 
Nancy Frullero  Participant 
Luisa Perez  Participant / ECCAC Latino
   
Ky Le Staff Rep MHD 
Llolanda Ulloa Staff Rep MHD – ADM 
Deane Wiley Staff Rep MHD – ADM 
Kim Hing Staff Rep MHD – ADM 
MariaEva Pangilinan Staff Rep MHD – DS 
Bruce Copley Staff Rep MHD ADM 
Maria Fuentes Staff Rep MHD Staff 
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II. How the Minority Advisory Committee is Integrated within the 
County Mental Health System 
 
Note:  Criterion 4, Section II, A, B, and C of the Guidance are integrated below. 
 
Pursuant to the Statute of MHB Responsibilities, the Minority Advisory Committee has 
been acting on its responsibilities and currently has four active objects. 
 
The MAC’s Objective 1:  Per Responsibility #3 (Advise the Board of Supervisors and the 
County Mental Health Director as to any aspect of the County mental health program), 
the MAC’s number Objective 1 is to monitor the MHB membership.   The MAC motioned 
to request MHB to direct its Recruitment Committee to work with BOS to develop and 
implement an action plan to include the MAC with the MHD’s assistance, to recruit 
appropriate candidates, thus allowing MHB to be in compliance.  This process is 
ongoing as additional members are being recruited. 
 
The MAC’s Objective 2:  Per Responsibility #2 (Reviewing any County agreements 
entered into pursuant to Welfare and Institutions Code § 5650), the MAC motioned to 
ask the MHB to request from either BOS or the Department two critical issues affecting 
ethnic minority communities:    a) Provide a detailed breakdown of all contracting 
agencies and direct services programs (i.e. ECCAC), to include type of services 
provided and the amount dollars contracted; and,  b) Provide a detailed breakdown of 
all staff, (regular, contractors, or stipends), including ethnicity, positions and language(s) 
capabilities.  These requests were completed in January 31, 2010. The MAC will 
continue to monitor to be sure that ethnic minority agencies and ethnic minority persons 
have opportunities in bidding for contracts and employments.  
 
The MAC’s Objective 3:  Per Responsibility #4 (Review and approve the procedures 
used to ensure citizens and professionals’ involvement at all stages of the planning 
process and to ensure that ethnic minorities are involve), the MAC motioned for the 
MHB to request the BOS or the MHD to forward a copy of the written procedures so that 
the MAC and the MHB can review and help disseminate these procedures to ethnic 
minority communities. The request was granted on January 31, 2010, per request.  The 
MAC also motioned for the MHB to request the MHD or the BOS for a copy of the 
County’s Cultural Competency Plan for input, review, and evaluation.   The 2010 Plan 
Working Draft was provided for review in October 2010 and comments by Nov 15, 2010. 
 
The MAC’s Objective 4:  Per Responsibility # 7 (Review and comment on the County’s 
performance outcome data and communicate its findings to the State Mental Health 
Commission or similar agency as required by law), the MAC motioned for the MHB to 
request the BOS and the MHD to forward reports on performance outcome data in order 
for MAC to review and provide input with respect to how services provided impacted the 
lives of ethnic minority clients. The MAC does not need process evaluations such as 
number of clients receiving services, but needs to know the impact on services being 
received by consumers and answers to questions such as: How did services received 
impact consumers’ daily lives? The Committee approved the motions, and forwarded 
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the Action Requests to the Executive Committee which met on December 8, 2009 and 
the MHB which met on January 11, 2010.    
 
As to the other responsibilities:   a) Per Responsibility #1 (Review and evaluate the 
community’s mental health needs, services, facilities, and special problems), the MAC 
in congruence with the MHB will review and evaluate mental health needs as 
documented by the Department and other agencies;  b)  Per Responsibility #5 (Submit 
an annual report to the Board of Supervisors on the needs and performance of the 
County’s mental health system), the MAC and the MHB will review and make 
recommendation on performance of the County’s mental health system, to include 
attainment of the objectives of the MAC and the MHB;  c) Per Responsibility #6 (Review 
and make recommendations on applicants for the position of County Mental Health 
Director), the MHB shall be included in the selection process prior to the appointment of 
the MHD Director by the appointing authority;  d) Per Responsibility #8, (Assess the 
impact of realignment of services from the State to the County on services delivered to 
clients and on the local community);  and, e) Per Responsibility #9 (Perform such other 
duties as required law or the Board of Supervisors). 
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Summary Table 
Minority Advisory Committee Responsibilities and Activities and Plans 

MH Board Responsibility MAC Response (Objective) MAC Activity/Plan 
Target Date 

Status 
 

1 Review & evaluate the community’s 
mental health needs, services, 
facilities, & special problems 

 In Planning and Discussion  

2 Review any County agreements 
entered into pursuant to Welfare and 
Institutions Code § 5650 

Ensure that ethnic minority 
agencies and/or persons 
have opportunities in 
bidding for contracts and 
employments  
 

Ask the MHB to request 
BOS or MHD: to provide a 
detailed breakdown of all 
contracting agencies and 
direct services programs 
(include  services types, 
contracted amount);  & to 
provide a detailed 
breakdown of all staff 
(include ethnicity, 
positions, & linguistic 
capabilities 

Ongoing 

3 Advise the Board of Supervisors 
and the County Mental Health 
Director as to any aspect of the 
County mental health program 

Monitor the MHB 
membership 

Request MHB to direct its 
Recruitment Committee to 
work with BOS to involve 
MAC in recruitment of 
appropriate candidates 
process 

Ongoing 

4 Review & approve the procedures 
used to ensure citizens and 
professionals’ involvement at all 
stages of the planning process 

Review procedures and help  
disseminate to ethnic 
minority communities  

MAC to ask MHB to 
request the BOS or the 
MHD to forward a copy of 
the written procedures;   
Review CCP 

Continuing   

5 Submit an annual report to the 
Board of Supervisors on the needs & 
performance of the County’s mental 
health system 

…   

6 Review & make recommendations 
on applicants for the position of 
County Mental Health Director. The 
MH Board shall be included in the 
selection process prior to the 
appointment by the appointing 
authority 

…   

7 Review & comment on the County’s 
performance outcome data and 
communicate its findings to the State 
Mental Health Commission or similar 
agency as required by law 

Evaluate provide input 
regarding impact of services 
provided to ethnic minority 
clients 

MAC to ask the MHB to 
request the BOS and the 
MHD to forward reports on 
performance outcome data 
for MAC’s review  
 

 

8 Assess the impact of realignment of 
services from the State to the County 
on services delivered to clients, & on 
the local community 

…   

9. Perform such other duties as 
required law or the Board of 
Supervisors 

…   

Sources: MAC Meeting Minutes, MAC Reports, MAC Communications and Correspondences 
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CRITERION 5:    COUNTY MENTAL HEALTH SYSTEM 
CULTURALLY COMPETENT TRAINING ACTIVITIES  
 
THE PLAN:  The MHD shall have at least 85% of its staff trained by the end of CY 
2011,  have developed and implemented training on Client Culture by CY 2011,  
have improved the county’s training evaluation tools, and have developed and 
tested procedures to assess staff application and translation of cultural 
competency lessons learned into practice. 
 
 
 
I. Santa Clara County’s Annual Cultural Competency Training Plan 
 
THREE-YEAR TRAINING PLAN FOR CULTURAL COMPETENCY    
 
The Santa Clara County aims to provide all MH staff the required cultural competence 
training(s) over a three-year period. Starting in 2009, MHD contracted with a qualified 
trainer to engage the participation and interest of staff. The WET Coordinator ensures 
that the training-course descriptions match actual training content.  A WET staff sends 
out mandated training registration reminders and confirmations early, and tracks 
attendance against the list of registered staff.  The trainings are offered frequently 
enough for FY 2011-2014.   The Santa Clara County’s Cultural Competency Training 
Plan for FY 2011-2014 includes: three CORE trainings, three Advanced CORE 
Trainings, twelve Population-Specific CORE Trainings; and, three workshops on Specific 
Topic Areas (Please See Appendix E.1 for the Santa Clara County FY 2011-2014 
Training Plan for further details). 
 
(Note:  Regarding how cultural competency is embedded into all trainings – further 
guidance will be requested from the State as to how to answer this.  MHD has contracted 
with Dr. Matthew Mock who has specialized knowledge in that area; the training sessions 
are interactive, and the training materials and case examples are representative of 
primary racial and ethnic groups and communities that the MHD serves.) 
 
Core Trainings.   

 Cultural Competence Core Foundation Training to give an overview of cultural and  
ethnic competency issues in providing quality MH services. This quarterly training is 
open to all MH Staff and Contractors. The target number is 300. 

 Cultural Complexities in Assessment, Diagnosis, & Engagement Training to provide  
the tools to integrate cultural competence into assessment, diagnosis and 
treatment.  Participants will learn the core components of the Cultural Formulation 
and learn to apply them. This quarterly training is open to all Clinical Staff, 
Supervisors, Managers, and Leads. The target number is 240. 

 Cultural Competence Training of Bi-lingual Staff, Interpreters & Translators Training  
to provide an update of current issues in public MH and ways bilingual staff, 
interpreters & translators.  Participants will learn the MHSA principles and increase 
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their knowledge of mental illness in different cultures & improve their use of 
Culturally and Linguistically Appropriate Services (CLAS) standards in providing 
interpretation and translation services. This bi-annual training is open to Bilingual 
Staff, Interpreters, & Translators. The target number is 150. 

 
Advanced Core Trainings. 

 Advanced Cultural Competence & MHSA Core Training goes deeper into the  
issues related to Cultural Competency issues.  This training is for attendees who 
have taken the Cultural Competence Core Foundation. This quarterly training is 
open to Clinical Staff, Supervisors, Managers, and Leads. The target number is 
1800. 

 Advanced Cultural Complexities in Diagnosis, Assessment, Engagement &  
Treatment Planning Utilizing Electronic Forms Training requires attendees to take 
Cultural Complexities in Diagnosis, Assessment & Engagement Training prior to 
this class. This quarterly training is open to Clinical Staff, Supervisors, Managers, 
and Leads. The target number is 990. 

 Practitioner Utilization of Bi-lingual Staff & Interpreters as Treatment Team  
Members Training is a bi-annual training open to Bi-lingual Staff & Interpreters and 
Translators who have taken the Cultural Competence Training of Bilingual Staff, 
Interpreters, and Translators Training. The target number is 240. 

 
Population-Specific Core Trainings. 

 Asian American & Pacific Islander Cultural Competency Training to address  
psychological, socio-cultural and personal perspectives critical to clinical work with 
Asian American & Pacific Islander populations. This annual training is open to 
Clinical Staff, Supervisors, Managers, and Leads. The target number is 180. 

 New Immigrants and Refugees Cultural Competency Training to address the  
necessities of multicultural competence and techniques for working effectively with 
New Immigrants and Refugees. This annual training is open to Clinical Staff, 
Supervisors, Managers, and Leads. The target number is 180. 

 Elders/Older Adults Cultural Competency Training to provide training and  
consultation involving working effectively with cultural aspects of Older Adult 
populations. This bi-monthly training is open to Clinical Staff, Supervisors, 
Managers, and Leads. The target number is 180. 

 Hispanic Populations Training to address specific aspects of clinically working with  
Latino families and youth. This annual training is open to Clinical Staff, Supervisors, 
Managers, and Leads. The target number is 180. 

 Native American Population Training to discuss traditional and culturally-based- 
healing practices for Native Americans, along with the issues of community 
diversity. This annual training is open to Clinical Staff, Supervisors, Managers, and 
Leads. The target number is 180. 

 African American Population Training to focus on Americans of African descent and  
address importance of psycho-political and historical issues in clinical setting. This 
annual training is open to Clinical Staff, Supervisors, Managers, and Leads. The 
target number is 180. 

 Client Culture Training to ensure that accurate and appropriate clinical decisions  
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are made relative to the consumers' concerns and that appropriate treatment and 
referral decisions are made, this training will focus on client's personal experiences 
with MH system along with issues such as stigma, medication, hospitalization, etc. 
This quarterly training is open to all MH staff and Contractors. The target number is 
1500. 

 Multicultural Identities and Bi-Racial Children Training to discuss issues of  
differences and difficulties interracial couples and multiracial children must 
overcome amongst themselves with their families and society.  This annual training 
is open to Clinical Staff, Supervisors, Managers, and Leads. The target number is 
180. 

 LGBTQQI (general) Training to provide a basic introduction to the lesbian, gay,  
bisexual and transgender (LGBT) community and its diversity, and to the issues, 
challenges and opportunities that are associated with providing services to LGBT 
clients. This annual training is open to Clinical Staff, Supervisors, Managers, and 
Leads. The target number is 180. 

 LGBTQQI (youth) Training to discuss issues LGBTQQI youth face and how best to  
work with this population. This annual training is open to Clinical Staff, Supervisors, 
Managers, and Leads. The target number is 180. 

 SES Bridges Out-of-Poverty Training to discuss issues in working with individuals  
from poverty:  increasing awareness of the differences in economic cultures, how 
those differences affect opportunities for success, and developing an action plan to 
improve services to clients and improving retention rates for new hires from 
poverty. This annual training is open to Clinical Staff, Supervisors, Managers, and 
Leads. The target number is 300. 

 Disability Awareness Training/Workshop to assist professionals in identifying and  
removing physical, attitudinal and programmatic barriers that impede or prevent 
persons with disabilities from obtaining treatment and other services. This annual 
training is open to Clinical Staff, Supervisors, Managers, and Leads. The target 
number is 180. 

 
Workshops On Specific Topic Areas Training.   

 Wellness, Recovery, Resilience Training to promote and encourage the integration  
of Wellness and Recovery methods and the value of providing peer support and the 
use of staff with "lived experience" via a continuous learning model. This annual 
training is open to all MH staff and Contractors. The target number is 180. 

 Effective Partnerships with Cultural Communities Training to address the  
importance and necessities of working with culturally diverse organizations and 
communities and discuss practical steps on how to build relationship and partner 
with culturally diverse communities. This annual training is open to Clinical Staff, 
Supervisors, Managers, and Leads. The target number is 180. 

 Culturally Competent Systems of Care Training to address the issues related to the 
mandate of diversity in community mental health settings, the challenge of 
Managed Care, designing a culturally relevant treatment services, training and 
supervision. This annual training is open to Clinical Staff, Supervisors, Managers, 
and Leads. The target number is 180. 
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II. A Report on Santa Clara County’s Annual Cultural Competency 
Trainings:  October 2008 through June 2010     
 
The Santa Clara County MHD has sponsored a number of Cultural Competency 
trainings:  1 in 2008 (October 2008), 18 in 2009 (7 CORE Foundation Trainings, 6 
Cultural Competence for Bilingual Staff, Interpreters, and Translators Trainings, and 5 
Cultural Complexities in Assessment, Diagnosis, and Engagement Trainings), and a 
total of 4 trainings as of August 2010 (2 CORE Foundation Trainings, 1 Cultural 
Competence for Bilingual Staff, Interpreters, and Translators Training, and 1 Cultural 
Complexities in Assessment, Diagnosis, and Engagement Training) 
 

CY Training Description Training 
Hours 

Date Number 
Attended 

TOTAL 
Number 
Attendees 

Trainer 

2008 Cultural 
Competency 
CORE 
Foundation 

Overview of cultural 
competency issues in 
providing quality mental 
health services 

6.5 10/13/08 31 31 Dr. 
Matthew 
Mock 

        
2009 Cultural 

Competency 
CORE 
Foundation 

Overview of cultural 
competency issues in 
providing quality mental 
health services 

6.5 4/21/09 
5/11/09 
5/26/09 
6/9/09 
9/16/09 
10/26/09 
12/1/09 

101 
161 
110 
132 
37 
39 
32 

612 Dr. 
Matthew 
Mock 

 Cultural 
Competence 
for Bilingual 
Staff, 
Interpreters, 
and 
Translators   

Gives update of current 
issues in public MH for 
bilingual staff, interpreters & 
translators; Discusses MHSA 
principles to increase 
participant’s knowledge of 
mental illness in different 
cultures & improve use of 
Culturally and Linguistically 
Appropriate Services (CLAS) 
standards in providing 
interpretation and  translation 
services 

3.0 6/22/09 
9-12noon 
6/22/09 
1-5 pm 
6/27/09 
9-12noon 
6/27/09 
1-5 pm 
10/27/09 
9-12noon 
10/27/09 
1-5 pm 

10 
 
24 
 
13 
 
21 
 
11 
 
4 

83 Dr. 
Matthew 
Mock 

 Cultural 
Complexities 
in 
Assessment, 
Diagnosis, 
and 
Engagement 
Trainings 

Provides tools to integrate 
cultural competence into 
assessment, diagnosis & 
treatment.  Provides core 
components of cultural 
formulation and how to apply 
them.  

6.0 5/4/09 
1-5 pm 
5/18/09 
1-5 pm 
6/16/09 
1-5 pm 
9/28/09 
1-5 pm 
12/4/09 
1-5 pm 

68 
 
99 
 
143 
 
20 
 
27 

357 Dr. 
Matthew 
Mock 
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CY Training Description Training 
Hours 

Date Number 
Attended 

TOTAL 
Number 
Attendees 

Trainer 

2010 Cultural 
Competency: 
CORE 
Foundation 

(See description above.) 6.5 2/25/10 
8/16/10 

69 
20 

89 Dr. 
Matthew 
Mock 

 Cultural 
Competence 
for Bilingual 
Staff, 
Interpreters, 
and 
Translators   

(See description above.) 3.0 3/23/10 23 23 Dr. 
Matthew 
Mock 

 Cultural 
Complexities 
in 
Assessment, 
Diagnosis, 
and 
Engagement 
Trainings 

(See description above.) 6.00 4/27/10 65 65 Dr. 
Matthew 
Mock 

 
 
 
III. Relevance and Effectiveness of All Cultural Competence Trainings  
 
RATIONALE FOR THE CULTURAL COMPETENCY TRAININGS 
 
Ethnic and racial disparities in mental health services had been nationally recognized 
and officially documented in landmark reports and publications: the Surgeon General’s 
2001 Report, IOM 2000, and Stanley Sue’s research.  In Santa Clara County, service 
utilization data within the last 5 to 10 years suggest gender, age, and racial/ethnic-
related disparities (See Criterion 2, this document).  The Santa Clara County MHD 
workforce assessment in 2008 actually shows:  shortages in psychiatrists with special 
skills working with children and older adults, in non-White individuals working in 
managerial positions requiring licenses and advanced degrees, in direct care providers, 
especially licensed staff with cultural linguistic competence for work with Native 
Americans, Hmong, Vietnamese, Somali and other immigrant refugee groups (See 
WET Plan 2009).   
 
The objectives in training and education of the MH workforce are to develop and 
maintain a culturally competent workforce that includes clients and their family 
members, to address stigma and discrimination, and ensure consumer recovery and 
resilience (See WET Plan 2009).   For 2009 and 2010, Santa Clara County MHD has 
been conducting trainings on:  
 

 Culture Competence Core Foundation.      The training included an introduction 
and framing of cultural competence as a service mandate, defining cultural 
competence as a quality assurance issue, and interactive demonstrations to 
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understand core areas of human diversity as they relate to clinical practice, to 
appreciate the history of cultural communities, to emphasize the role of power and 
empowerment, to understand concepts of wellness, recovery, resilience and 
strengths and their importance in respecting clients, families, and their communities. 

 
 Cultural Complexities in Assessment, Diagnosis and Engagement.      This training 

presented a cultural framework for all who seek mental health services. The 
framework systematically addresses individual, family and community needs towards 
a formal process to provide assessment and arrive at diagnoses.  The DSM-IV TR 
Cultural Formulation was presented, along with clinical vignettes that enrich its use.  
In addition to practical information provided to attendees, practical applications were 
exemplified through videotape materials, written clinical descriptions, potential role 
plays, etc.  This workshop was held with the understanding of the importance of 
cultural competence, wellness, resilience, recovery, person-centered care and family-
driven services, and other principles of the Mental Health Services Act.   The 
workshop focused on training participants to be able to:   i) identify clinical and ethical 
reasons (at least 3) for integrating cultural competence into assessment, diagnosis 
and treatment;  ii) describe a core systematic structure for acknowledging cultural 
diversity in all aspects of mental health care;  iii) list the five core components of the 
DSM-IV TR Outline for Cultural Formulation; and,  iv)  demonstrate increased group 
competence through practical application of the Cultural Formulation through clinical 
vignettes. 

 
 Cultural Competence for Bilingual Staff and Interpreters.      This training focused 

on training bilingual staff and interpreters to:  i) understand  interpretation principles 
related to their work;  ii) know the components of  effective interpreter and translator 
services;  iii) increase application of  their knowledge of mental health services in 
different cultures; and,  iv) improve their use of Culturally and Linguistically 
Appropriate Services (CLAS) Standards. 

 
These trainings are to ensure better retention through planned treatment plan(s), 
facilitate illness management and/or recovery of existing clients, ensure improved 
outreach and retention of service eligible brand new clients, reduce, if not eliminate 
negative outcomes such as incarceration, delayed assessment and treatment, school 
drop-out or failure, homelessness amongst the mental health services eligible minority 
persons in Santa Clara County. 
 
EVALUATION OF THE CULTURAL COMPETENCY TRAININGS: OCTOBER 2008 - 
JUNE 2010 
 
Pre - Post Training Surveys.    Santa Clara County MHD administered the pre and post 
training surveys.  The pre-training surveys asked for participant’s demographic 
information (ethnicity, age, sex/gender, discipline, service, years in the field, years of 
service with the county, current employment type, Program service and type, and total 
number of trainings), and ratings on perceived program’s structural inclusion of cultural 
competency and program’s delivery of culturally competent services, and program’s 
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commitment to providing culturally competent services.  The post-training surveys 
asked participants to rate the content, quality, and value of the training.  The pre and 
post training surveys included four matching questions to assess participant’s 
knowledge of cultural competency, cultural awareness/sensitivity, cultural competency 
skills and abilities, and commitment to providing culturally competent services before 
and after the training.  (Refer to Attachment E.2 for copies of the pre and post training 
evaluation surveys and the county training evaluation.) 
 
For the three trainings (i.e., Cultural Competence Core Foundation Training; Cultural 
Complexities in Assessment, Diagnosis and Engagement; and, Cultural Competence for 
Bilingual Staff and Interpreters), there have been 1,083 attendees (duplicated) to date, 
with 691 matching pre and post evaluations collected (63.8% of the total) for CY 2009 
and CY 2008. 

 
From April 2009 through December 2009, the MHD held:  a) Seven (7) Cultural 
Competence Core Foundation Trainings, which had  612 attendees out of 1348 
expected,  with 432 matching pre and post evaluations received (70.1% of the total 
attendees);  b)  Five (5) Cultural Complexities in Assessment, Diagnosis and 
Engagement, with 357 attendees out of 640 expected, with 221 matching pre and post 
evaluations received (61.9% of the total attendees); and,  c) Six (6) Cultural 
Competence for Bilingual Staff & Interpreters with, 83 attendees out of 500 expected, 
with 67 matching pre and post surveys collected.    
 

 Pre – Post Means.      Tables 5.1, 5.2 and 5.3 present the mean difference scores 
between the before and after training of participants’ knowledge of their cultural 
competence, cultural awareness and sensitivity, cultural competence skills and 
abilities, and commitment to providing culturally competent services (and the mode).   
The overall result of the pre and post evaluation for the matching questions, for each 
of the three trainings is in the positive direction.  
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Table 5.1:    Cultural Competence Core Foundation: April 2009 through December 
2009 Trainings 
 
 
 

Before 
Training 
(Column a) 

After 
Training 
(Column b) 

Difference 
Between  Before 
and after Training 

Change 
Score 

 
 

Mean Mode Mean Mode Mean Mode Mean  Mode

Knowledge of Cultural 
Competence 
N 
Missing 

3.69 
 
423 
9 

4 4.15 
 
430 
2 

4 0.47 
 
421 
11 

0 0.38 
 
421 
11 

0 

Awareness and Sensitivity 
N 
Missing 

4.09 
424 
8 

4 4.28 
431 
1 

4 0.34 
423 
9 

0 0.30 
423 
9 

0 

Skills and Abilities 
N 
Missing 

3.72 
421 
11 

4 4.10 
431 
1 

4 0.40 
420 
12 

0 0.33 
420 
12 

0 

Own Daily Commitment to 
Providing Culturally 
Competent Services 
N 
Missing 

3.94 
 
 
420 
12 

4 3.94 
 
 
431 
1 

5 0.36 
 
 
419 
13 

0 0.28 
 

0 

 
419 
13 

N= Number of Matching Surveys                Missing= Number of Respondents without the information  
Rating Scale:  Low (1) to High (5)   
Change Score: 1=Positive Change;    0=No Change;     -1=Negative Change 
 
 
 
Table 5.2:  Cultural Complexities in Assessment, Diagnosis and Engagement: 
April 2009 through December 2009 Trainings 
 
 
 
 

Before 
Training 
(Column a) 

After 
Training 
(Column b) 

Difference 
Between  Before 
and after Training 

Change 
Score 

 Mean Mode Mean Mode Mean Mode Mean Mode
Knowledge of Cultural 
Competence 
N 
Missing 

3.22 
216 
5 

3 3.95 
213 
3 

4 0.75 
214 
7 

1 0.59 1 

Awareness and Sensitivity 
N 
Missing 

3.57 
215 
6 

4 4.19 
217 
4 

4 0.63 
212 
9 

1 0.53 1 

Skills and Abilities 
N 
Missing 

3.39 
217 
4 

3 3.96 
218 
3 

4 0.57 
214 
7 

1 0.51 1 

Own Daily Commitment to 
Providing Culturally 
Competent Services 
N 
Missing 

3.59 
 
 
211 
10 

3 4.41 
 
 
215 
6 

5 
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Table 5.3:   Cultural Competence for Bilingual Staff & Interpreters: April 2009 
through December 2009 Trainings 
 
 
 

Before 
Training 
(Column a) 

After 
Training 
(Column b) 

Difference 
Between  Before 
and after Training 

Change 
Score 

 Mean Mode Mean Mode Mean Mode Mean  Mode
Knowledge of Cultural 
Competence 
N 
Missing 

3.94 
 
67 
0 

4 4.45 
 
66 
1 

(4/  ) 0.57 
 
65 
2 

1 0.48 
 
65 
2 

1 

Awareness and Sensitivity 
N 
Missing 

4.11 
66 
1 

4 4.51 
65 
2 

5 0.40 
65 
2 

0 0.32 
65 
2 

0 

Skills and Abilities 
N 
Missing 

3.97 
67 
0 

4 4.32 
66 
1 

4 0.33 
66 
1 

0 0.35 
66 
1 

0 

Own Daily Commitment to 
Providing Culturally 
Competent Services 
N 
Missing 

4.23 
 
 
65 
2 

(4/  ) 4.5 
 
 
66 
1 

5 0.28 
 
 
64 
3 

0 0.23 
 

0 

 
64 
3 

NOTE: 
N =  Number of Matching Surveys   
Missing = Number of Respondents without the information  
Rating Scale = Low (1) to High (5)   
Change Score: 1 = Positive Change;    0 = No Change;     -1 = Negative Change 
 

 Additional Analyses.   Exploratory analyses performed by MHD’s DSU included 
overall correlations, t-tests, and multivariate regressions. 

 
Overall Correlations.      The correlations between the training outcomes 
(difference between pre and post training personal scores) for each of the 
three types of trainings, and the client demographic characteristics (i.e.,  
minority or White status, age, gender/sex, number of years in the field since 
highest degree, number of years of service in Santa Clara County, and the 
number of cultural competence trainings attended in the past), only the 
number of years of  service and the pre and post commitment was 
significant, and only for the bilingual staff and interpreters training  (r=.315 at 
p<.05; n=53) (Please refer to Appendix E.3 for the Correlations Table). 

 
t-tests.      The paired samples t-tests for each of the four matching 
evaluation items for each of the three types of trainings show that, for the 
core training, the overall t-tests yielded significant results at p<.01.  In 8 to 10 
random samples of about 10% of the total, the paired sample t-tests yielded 
significant results at least at p<.05.  For the  cultural complexities, 
assessment, diagnosis and engagement training, the overall and random 
samples of about 20% of the total, the paired samples t-tests yielded  
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significant results p<.01.  The bilingual staff training overall t-test yielded 
significant result at p<.01.  These results suggest that the observed 
difference between the pre and post evaluations is far better than chance 
(Please refer to Appendix E.4 for the Paired-Comparisons t-tests). 

 
Multivariate Regression Analysis.      The Multivariate Regression Analysis 
for the Core trainings yielded significant Roy’s largest/maximum root test for 
the multivariate effect of training participant’s age, the number of years of 
service with the county, and the number of cultural competency trainings 
attended (at the .05 level of significance), while the Univariate F tests were 
significant only for the effect of the number of years of service with the county 
and the number of cultural competency trainings attended, and the change in 
knowledge of cultural competence (at the .05 level of significance).  (Please 
refer to Appendix E.5 for the Tables of results). 

    
 Finer Exploratory Analyses (For details, please refer to Appendix E.6 for the 

Interim Report).    Finer exploratory analyses were performed by Santa Clara 
County’s Cultural Competency Trainer and Consultant, Dr. Matthew Mock, to 
examine what factors influence the change in training participants own assessments 
of their cultural competence before and after training. The following factors were 
examined:   number of trainings attended, number of years employed with the 
county, and training participant’s self assessment before training.  

 
Number of Trainings Attended.      A study on the number of cultural 
competence trainings in relation to “knowledge”, “awareness”, “skills” and 
“commitment” show significant correlations.  The results suggest that an 
overall positive change in areas of assessed cultural competence, the fewer 
trainings attendees had previously, the better the self rating after the training. 
Looking at staff that indicated attending five (5) or less cultural competence 
with those attending more, as expected, trends indicated that the fewer the 
trainings attended the more positive the change in cultural competence 
knowledge, awareness and skills.  
 
Number of Years Employed with the County.      In studying the “Number of 
years employed with the county”, conditional probability was looked at setting 
a review for this category at 10 years or less of county service.  The results  
suggest the importance of ongoing cultural competence trainings, even those 
that have education. 

 
Initial Pre-Evaluation Self-Assessment of Cultural Competence Knowledge, 
Awareness, Skills and Commitment.     A review of the pre-evaluations 
overall showed that many of the respondents answered that they were 
entering the workshops with fairly high levels (i.e. indicating “4” or “5”) in the 
areas of cultural competence knowledge, attitudes, skills and commitments.   
if many attendees indicated “4” or “5” their scores should remain relatively 
the same.  For those indicating “3 or less”, more change might be 
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anticipated. This was the case.  One way this might be interpreted was that 
for those who indicated less initial cultural competence knowledge, the 
cultural competence core foundation trainings made a larger impact in 
positive change towards increased knowledge.   
 
In a similar fashion, areas of “awareness” and “skill” were studied.  Those 
who indicated “4” or “5” on initial pre-evaluation were compared to those who 
indicated “3 or below”.  Results suggest that when initial awareness and skills 
were lower, the correlation between cultural competence training and 
knowledge, awareness, skill and commitment was even more marked.   
While the vast majority of attendees benefited, those started off with less 
skills had an even more positive outcome relative to cultural competence 
trainings attended.   
 
Overall, the results of the finer exploratory analyses suggest cultural 
competence training made a positive impact to those who attended.  Cultural 
competence is an ongoing developmental process.  Trainings should not just 
be “one shot” but should be continuous, reinforcing of prior learning and 
building upon it.”   Regarding the training evaluation methodology, given that 
a majority of participants attending the cultural competence core foundation 
course indicated a high attainment levels by circling either “4” or “5” and 
some participants indicating “5” on the pre-evaluation sometimes indicated 
“4”, for example on post-training evaluation, which then means a change 
score of “-1” and that it is highly unlikely that attending the training reduced 
an attendee’s cultural competence, Dr. Mock, the Cultural Competency 
Trainer and Consultant proposed that instead of using a pre and post 
evaluations, to use an instrument that takes a snapshot differentiated by time 
and workshop experience to evaluate change and only once at the end of 
each training, and which may be more useful and valid.  This will be explored 
for future training evaluations and analyses.    
 

 Qualitative Data.      The number of qualitative comments in the positive direction 
was impressive.  Furthermore, the qualitative comments will also be systematically 
reviewed and reported. 

 
COUNTY EFFORTS TO MONITOR ADVANCING STAFF SKILLS/ POST SKILLS 
LEARNED IN TRAININGS 
 
The MHD Cultural Competence trainings were orchestrated in 2009 and continuing on.  
To monitor the value of the cultural competency trainings, the county also distributed 
surveys to assess (See Appendix E.7 for a copy of this survey):     

 
 The training participants’ perceptions of the presenter (articulate, engaging, and  
cultural competence); the objectivity and inter-activeness of the presentation; and, 
the relevance and informative value of the content of the training on a 5-point 
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scale (1=Strongly Disagree to 5=Strongly Agree).  The average ratings ranged 
from 4.4 to 4.8; and, 

 
 The training participants’ perceptions of the integration of culture into the  
workshop; the value of information; how the workshop measured up to 
expectations; the materials used; the workshop’s organization; and, the 
participants’ overall rating of the trainings on a 4-point scale (1=Poor to 
4=Excellent).  The ratings ranged from 3.2 to 3.6 and the overall rating was 3.4. 
 

To further monitor advancing staff skills/post skills learned in trainings, the Santa Clara 
County MHD has tracked (albeit not consistently) and reported: 
 

 The number of people whose mental health services needs have not at all been  
met against those whose needs have been met by race/ethnicity, sex/gender, age, 
primary or preferred language;  

 The number of brand new clients by race/ethnicity, sex/gender, age, primary or  
preferred language;  

 The retention through planned treatment plan(s) by race/ethnicity, sex/gender,  
age, primary or preferred language;  

 The retention of brand new clients by race/ethnicity, sex/gender, age, primary or  
preferred language; and, 

 The rates of incarceration, delayed assessment and treatment, school drop-out or  
failure, homelessness amongst the mental health services eligible minority 
persons in Santa Clara County. 

 
 
 
COUNTY METHODOLOGY /PROTOCOL TO ENSURE POST-TRAINING 
APPLICATION OF SKILLS     
 
To follow up and ensure staffs are utilizing the skills learned over time and well after 
they complete the training, the Santa Clara County MHD will track: 
 

 Te cultural competence trained staff against the number of brand new clients by  
  per program by race/ethnicity, sex/gender, age, primary or preferred language;  

 At the provider-level, the client-provider match, wherein the mental health  
consumers/clients report/express positive experience with clinicians who  attended 
training (possible measures include CIOM item numbers 6, 20, 24, 31, and 32; 

 The provider performance/perceptions regarding cultural dimensions (CIOM item 4  
  to assess consumers’ experience at the clinic); 

 The retention through planned treatment plan(s) by race/ethnicity, sex/gender,  
  age, primary or preferred language;  

 The retention of brand new clients by race/ethnicity, sex/gender, age, primary or  
  preferred language;  

 The rates of incarceration, delayed assessment and treatment, school drop-out or  
 failure, homelessness amongst the mental health services eligible minority  
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 persons in Santa Clara County; 
 The illness management and/or recovery of existing clients (using MORS and  

  CIOM), by race/ethnicity, sex/gender, age, primary or preferred language;  
 The demographics of the MHD Self-Help Centers; and, 
 The types of needed services being received by brand new clients by  

  race/ethnicity, sex/gender, age, primary or preferred language. 
 
In addition, MHD will also request via e-mail examples from clinicians and staff of how 
lessons they learned were put into practice.  Incentives for the first 10-20 respondents 
will be distributed.  MHD-DSU will also perform periodic reviews on conceptual and 
technical issues (e.g. training evaluation tools). 
 
 
 
IV. County Process for Incorporating Client Culture Training 
Throughout the Mental Health System 
 
Note:  Criterion 5, Section IV. Incorporating Client Culture Training throughout the 
mental health system is not included in this plan.   The MHSA WET Staff are in the 
process of writing the plan in coordination with the Santa Clara County MHD Medical 
Director.   
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CRITERION 6:   COUNTY MENTAL HEALTH SYSTEM’S 
COMMITMENT TO GROWING A MULTICULTURAL 
WORKFORCE:   HIRING AND RETAINING CULTURALLY AND 
LINGUISTICALLY COMPETENT STAFF 
 

THE PLAN:  The MHD DSU shall develop data monitoring protocols to evaluate the 
number, location, and effectiveness of culturally and linguistically competent staff, and 
improve recruitment and training. Such shall supplement the efforts of the MHD Intern 
Training Program and the Career Pathways Program which is in development. 
 
 
 
RECRUITMENT, HIRING & RETENTION OF A MULTICULTURAL WORKFORCE 
FROM OR EXPERIENCED WITH IDENTIFIED UNSERVED/ UNDERSERVED 
POPULATIONS 
 
The county workforce assessment data submitted to State DMH is compared with the 
general, Medi-CAL, and 200% of poverty data populations (See table & graph below 
that shows the County’s ethnic distribution of: households at <200% of the FPL in CY 
2007,  Medi-CAL eligible individuals in CY 2008, and the proportion of cases for 
households <200% of FPL in CY 2007.   In the County, the Non-White comprised 78.4% 
households at <200% of the FPL in CY 2007; 81.8% of the Medi-CAL eligible individuals 
in CY 2008; and 76.0% of the cases for households <200% of FPL in CY 2007. The 
White comprised 21.2% households at <200% of the FPL in CY 2007; 13.0% of the 
Medi-CAL eligible individuals in CY 2008; and, 24.0% of the cases for households 
<200% of FPL in CY 2007. 
 

Need-Based Ethnic Distributions 
  White/ 

Caucasian 
Hispanic/ 
Latino 

African 
American/ 
Black 

Asian/ 
Pacific 
Islander 

Native 
American 

Multi 
Race or 
Other 

 NON 
WHITE

Households <200% 
of FPL (CY 2007) 

 
21.2% 46.6% 2.2% 6.9% 0.4% 2.3% 78.4%

Medi-CAL Eligible 
(CY 2008) 13.0% 50.6% 4.0% 26.8% 0.4%  81.8%

Cases for 
Households <200% 
of FPL  (CY 2007) 

24.0% 51.6% 3.1% 17.8% 0.6% 2.9% 76.0%
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Santa Clara County Workforce (WET Data Extract): White and Non-White.    The Santa 
Clara County (SCC) workforce assessment data show the OVERALL over-
representation of White staff in the MHD workforce relative to need by race/ethnicity 
(Refer to Table on p. 71), and the under-representation of Non-White or the minority 
staff in direct and non-direct service positions, managerial and supervisory positions, 
and non-direct service support positions (See the following Graphs & Tables and also 
Refer to Appendix F).  
 

21.2

78.4

13.0

81.8

24.0

76.0

0
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Households <200% FPL
2007
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White and Non-White Distribution: Percentage of Households, Medi-Cal Eligible, 
Cases for Households in Santa Clara County

White
Non-White

 
 
 
 
 
 
  White Non-White 

Actual Count 515 968
Percentage 34.7% 65.3%

Total Number of MH Direct Service 
Staff 

Over Under
Actual Count 134 111
Percentage 54.7% 45.3%

Managerial and Supervisory 

Over Under
Actual Count 100 144
Percentage 40.8% 58.8%

Non-Direct Service Support Staff 

Over Under
 

Actual Count 749 1223
Percentage 38.0% 62.0%

Total Number of MH Services 
Staff in Santa Clara County 

OVER UNDER 
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County All Other Total 
Direct Service Staff White/ 

Caucasian   
Non-
White 

White/ 
Caucasian 

Non-
White 

White/ 
Caucasian 

Non-
White 

49 114 184 431 233 545Unlicensed MH 
Direct Service Staff 30.1% 69.9%  29.9% 70.1%   29.9% 70.1%

83 183 173 201 256 384Licensed MH 
Direct Service 
Staff 31% 69.0%   46.30% 53.7%   40.00% 60.0%

6 12% 20 27.0% 26 39Other HealthCare 
Direct Service 
Staff 33.3% 66.7%   41.7% 56.3%   39.4% 59.1%
 Over Under  Over Under  Over Under 

 
 

13 22 121 89 134 111Managerial 
and 
Supervisory  

37.1% 62.9%

  

57.6% 42.4%

  

54.7% 45.3%
 Over Under  Over Under  Over Under 

 
 

20 46 80 98 100 144Non-Direct 
Service Support 
Staff 30.3% 69.7%

 
44.7% 54.7%

 
40.8% 58.8%

 Over Under  Over Under  Over Under 
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The Workforce assessment data also show that relative to need (refer to Need-Based 
Ethnic Distribution Table on page 67); Spanish Language Proficient Direct Service staffs 
are underrepresented in the MHD System of Care. 
 
Language Proficiency Direct Service Others Total 

Direct 
Total 
Others 

%Direct %Others 

Spanish 333 62 840 290 39.6% 21.4%
Vietnamese 65 32 202 70 32.2% 45.7%
Chinese/Mandarin 27 5 58 20 46.6% 25.0%
Filipino/Tagalog 22 9 58 20 37.9% 45.0%
 TOTAL 447 108 1158 400 38.6% 27.0%
Other Languages 53 12 75 25 70.7% 48.0%
 Asian Languages Combined 114 46 318 110 35.8% 41.8%
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The purpose of the Santa Clara County Intern Training Collaborative (SCCIC) is to 
coordinate education, training and workforce development programs and activities that 
contribute to developing and maintaining a culturally competent workforce with the next 
generation of mental health workers through internship programs. This includes 
individuals with client and family member experience that are capable of providing client 
and family driven services that promote wellness, recovery, and resiliency, leading to 
measurable, value-driven outcomes. The goal is to train the direct services 
students/staff with special emphasis on Consumer Peer and Parent Partners in a 
Community Mental Health/Recovery Model.  The Collaborative is comprised of 
representatives from Community Based Organizations and County Mental Health staff 
that have intern programs in their respective agencies. The needed “cultural change” in 
the transformation process is expected to occur as the workforce’s composition 
changes to include more individuals who have “lived experiences” as consumers and 
family partners, and who come from the diverse cultural, ethnic and linguistic 
underserved and unserved communities. The Collaborative will link existing internship 
programs and engage participation from higher education programs of mental health 
related disciplines with the ultimate goal of creating a system-wide high quality 
internship program that meets the human resource needs of the public mental health 
system. The sharing of training resources within the collaborative allows a greater 
economy of scale and provides student candidates with a greater breadth of experience 
to meet the needs of clients. 
 
The WET Plan provides stipends to students, consumers and family members in order 
to increase the number of its direct service staff within mental health to ameliorate 
(adequately respond to the service needs of the) identified disparities under the current 
system; and to serve the larger (broader) populations that will be served under the 
Mental Health Services Act (MHSA). The Financial Incentive Program under the WET 
plan is an effective means of developing, expanding, and diversifying our mental health 
workforce.  This year Collaborative has 14 Community Based Organizations and County 
Mental Health actively participating in offering internships which are funded through 
WET stipends. Currently, there are 46 graduate level and PsyD./Ph.D. interns and 20 
consumer/family member interns that are being provided internships and supported 
financially through WET stipends. 
 
Note: This plan does not include a response to technical assistance -- none has been 
received re: WET, a summary of targets to grow a multicultural workforce through WET, 
lessons learned from WET planning and implementation, & county technical assistance 
needs. The last three will be submitted to the State by July 2011.) 
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CRITERION 7:   COUNTY MENTAL HEALTH SYSTEM 
LANGUAGE CAPACITY   
 
THE PLAN:  The MHD is committed to provide as much service as possible 
without the use of translators, interpreters or language banks.  To this end 
Contractors shall be required to adhere to the Cultural Competency Plan.  
Protocols shall be developed to track and ensure that sites have the language 
capacities they identified in their contracts.   
 
 
 
I.  Santa Clara County Mental Health Department’s (MHD) Resources 
and Strategies to Increase Bilingual Workforce Capacity 
 
Workforce Education and Training (WET).   The goals of the Workforce Education and 
Training (WET) have been:    a) To have a workforce that is fully integrated and 
reflective of the cultural and ethnic diversity of consumers and family members at all 
levels of the workforce, including employees, interns, and volunteers;  b) To provide 
employment opportunities and integrated support mechanisms throughout the system to 
enhance employment and retention of consumers and family members;  c) To enhance 
staff training and develop opportunities and career pathways for county and CBO staff, 
including management development opportunities; and, d) To provide training and 
educational opportunities in the mental health system, with local educational institutions 
and the community at large. 

 
More specifically, the MHSA-WET Plan focuses on 7 Themes/Domains:  1) Staff 
Development and Support, to develop and offer training on a wide range of subjects 
aimed at increasing staff competencies in a transformed system, and to make trainings 
available to consumer and family providers;  2) Linking with Community Resources and 
Integrated Services, to collaborate and partner with Vocational Rehabilitation, Social 
Services, Foster Care, Primary Care, and other community resources;   3) Transitional 
Support to the Workforce, to develop consumer career pathways, certification programs, 
and volunteer stipend and internship opportunities;  4) Cultural Competence, to recruit a 
ethnically, culturally, and linguistically diverse employees, supervisors, and individuals 
who are knowledgeable about client and youth culture;   5) System wide Focus on 
Welcoming, to address stigma and discrimination, and continue facilitating dialogues to 
improve the working relationships among clinicians, consumers, and peer support and 
family member providers;   6) Access and Community Outreach, to develop a workforce 
that is able to outreach and network with diverse and hard to reach populations, TAY, 
consumers, and homeless; and,  7) Specialized Staff for Unserved Populations, to train, 
hire, and utilize consumers, peers, and community members as interpreters and 
outreach workers, and address shortage of staff with special skills. 
 
Also embedded in the 7 Actions of the WET Plan are the MHSA workforce elements that 
include: 1) the integration of wellness, recovery and resiliency; 2) increased cultural and 
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linguistic competency; 3) the provision of consumer and family member employment and 
supports; 4) addressing needs for an integrated mental health system; and, 5) 
establishing outreach strategies and career pathways and programs to recruit and retain 
individuals in the public mental health field. 
 
Through WET, the MHD is establishing comprehensive mental health career pathway.   
The employment and retention of consumers and family partners is one of four over-
arching goals of MHD’s WET Plan.  The MHD is committed to developing a workforce 
that can meet the needs of its diverse population and is trained in the principles of 
recovery and strength-based approaches and culturally competent interventions.  The 
needed “cultural change” in the transformation process is expected to occur as the 
workforce’s composition changes to include more individuals who have “lived 
experiences” as consumers and family partners, and who come from the diverse cultural, 
ethnic and linguistic underserved and unserved communities that MHD seeks to serve. 
There is a need to develop a comprehensive Mental Health Career Pathway Model for 
consumers, family partners and individuals from served and underserved communities in 
the County, interested in careers in MHD.  Consumers and family partners currently 
participating in MHD as either volunteers or as paid “dependent contractors” in Self Help 
Centers, Family Education and Support program  and in the Ethnic Cultural and 
Community family projects, representing nine target populations, viewed their 
experiences and involvement as “empowering” and “satisfying.”  Their stated interest in 
employment varied significantly from wanting to volunteer or work a few hours a week 
helping other consumers, to a desire to work fulltime as a mental health professional. A 
Career Pathway model will graphically describe and outline a career progression that 
leads to participants becoming eligible for part and full-time permanent positions with 
benefits for those interested in working in MHD and CBO’s. The Model will clarify the 
different levels of employment opportunities, training requirements, competencies and 
skills required and resources available. The Mental Health Department will develop a 
Field Placement Liaison program to support a consumers and family members program. 
The Mental Health Field Placement Liaison will provide the following:  Individual support 
and coaching, Career path guidance, Group support, Advocate with community colleges, 
universities and other education settings.  
 
A Career Pathways Workgroup that is representative of the stakeholder groups being 
served and with adequate Departmental representation for implementing change will 1) 
review the various models of career pathways that are designed for consumers, family 
partners and individuals from unserved and underserved communities,   2) develop and 
establish a career pathways ladder that is tailored to Santa Clara County’s existing 
structures,   3) collaborate with community partners in education, rehabilitation, social 
services and benefit entitlements,   4) partner with the Office of Consumer Affairs to 
insure the integration of its peer-to-peer programs and other consumer employment 
opportunities,   5) collaborate with its Ethnic Services Manager to insure cultural and 
linguistic competency is embedded in the career pathways model,   6) partner with the 
Family Support and Education Program Manager(s) to insure the integration of its Family 
Advocate/Parent Partner programs and other family member employment opportunities,   
7) integrate the new opportunities and resources that result from WET initiatives into a 
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Career Pathway model,   8) work with Human Resources to establish County “coded” 
positions, that could include, in its minimum requirements, experience as a mental health 
consumer or family member. 
 
The MHD has a significant need to increase the number of its direct service staff if it is to 
adequately respond to the service needs of the identified disparities in the current 
system; and to serve the broader populations that it intends to serve under the MHSA.  In 
particular, there is a need to expand the number of eligible consumers, family partners 
and individuals from unserved, underserved, cultural, and linguistic communities in Santa 
Clara County to work in public mental health. Identified shortages and hard to fill 
positions require that there be extra attention given to finding ways to develop and grow 
an eligible pool of individuals interested in pursuing careers in public mental health. 
 
The Financial Incentive Programs that provide stipends and incentives to interns and 
mental health career pathways is intended to provide financial support through stipends 
and other financial incentives to attract and enable consumers, family and community 
partners to enroll in a full range of educational programs that are prerequisites to 
employment and advancement in public mental health. These include programs that offer 
Certificates, Associate’s degrees, and Bachelor’s degrees. For consumers, family, and 
community partners who may not yet be ready to enroll in formal educational programs, 
but are interested in improving their skills in volunteering and exploring further mental 
health career opportunities, stipends shall be made available. Graduate education level 
support shall be provided through funding internships with supervision that prepare 
students to work in a recovery oriented mental health system. 
 
This action advances the implementation of the broader Career Pathways by providing 
the needed financial support for new and existing staff who are interested, but do not 
have the resources to advance their careers in mental health. As described in Exhibit 2, 
Stakeholder Participation Summary, when consumers, family and community members, 
responding to a training needs survey were asked, “If you were to pursue education/ 
training to be a mental health service provider, what type would you prefer?” 60 % 
indicated an education towards an AA or higher degree and 37% sought to complete a 
certificate program.  In addition, 85% of Department and Contractor staff responding to a 
parallel training needs survey indicated that financial assistance would motivate them to 
advance their career in mental health. 
 
The County acknowledges that the development of a new and “transformed” workforce 
requires aggressive recruitment from and outreach to individuals from Santa Clara’s very 
diverse ethnic, cultural, linguistic and emerging communities identified as underserved 
and unserved. It is expected that 50% participating in this initiative shall self-identify as 
having had “lived experience” as a consumer and/or family partner. Some will have had 
experience volunteering and or working limited hours in County or Contract programs, as 
a consumer or family partner provider. Outreach will also be made to recruit interested 
individuals from immigrant and refugee communities, who themselves, or their families, 
have dealt with significant trauma including problems related to culture conflict, war, 
trauma, separation from family members and psycho-social problems. While the term of 
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“consumer” may not be familiar to some in this latter group, it is expected that these 
individuals bring with them significant experience as well as strengths for addressing 
recovery.  In addition, the County will include this career opportunity in its educational 
outreach efforts to high school students.  
 
Financial incentives shall be provided in the following ways: 
 

 Certificate Programs, Associate Degree, Bachelor Degree ($ 288,000) 
For each of the three years, funding will be provided to support up to 64 individuals to 
enroll in educational programs that lead to a certificate or Associate’s or Bachelor’s 
degree in fields related to mental health or behavioral health.  This includes a projected 
enrollment of 40 individuals in Certificate programs, 20 in programs offering Associate’s 
degree and 4 in Bachelor’s degree. Certificate programs include but are not limited to 
programs such as Family Partner Certificate, Psycho-social Rehabilitation Certificate, 
CADACC, CASRA/USPRA, Early Childhood Mental Health Program and other Bay 
Area community college programs that offer curriculums for Mental Health Specialist, 
Community Health Worker, and Interpreting and Translating.  
 

 Consumer, family and community member stipends   ($40,000) 
Stipends will be provided for a minimal of 40 individuals with consumer and family 
member “lived experiences”, and to community members of unserved and underserved 
groups for their participation on educational and training activities that improve their 
ability to work or volunteer within the Santa Clara mental health system. 
 

 Internships and supervision support ($ 626,000) 
On the graduate (i.e. Social Worker, Marriage & Family Therapists, and Rehabilitation 
Counselors) and professional education (e.g. Psychologists, Psychiatrists, and 
Pharmacists) level, funding will be provided for 80 internships related to increasing skills 
and competencies needed in MHD.  These include cultural and linguistic competencies, 
wellness and recovery, strength based models and addressing the needs of identified 
disparities across the age groups ($ 480,000). Funding is also provided for additional 
supervision costs based on 4 hours a month for 80 students ($ 146,000) 
 
The MHD WET Staff will :   1) survey and inventory local and Bay Area undergraduate 
programs, adult education, community colleges and four year programs that provide for 
mental health training; 2) survey and inventory local and Bay Area undergraduate 
programs, adult education, community colleges and four year programs that provide for 
mental health training; 3) develop liaison relationships between MHD, Dept. of 
Rehabilitation, Community Colleges, and four year Colleges and Universities to increase 
the opportunities and resources for assisting mental health consumers, family and 
community partners with enrolling in education programs; 4) network with local high 
schools, adult education and community colleges to ensure that mental health as a 
training topic as well as a profession is included in their health curriculums; MHD will work 
with the high schools to develop methods to introduce careers in public mental health; 5) 
interface with MHD to support adequate and effective field placements at level of 
education and training; 6) work with local educational institutions to coordinate outreach, 
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recruitment, and admission of individuals that have interest and potential to work with 
groups identified as “Critical Disparities in Un-served and Underserved”; 7) establish 
protocols, procedures and guidelines for the selection and awarding of educational 
stipends; 8) integrate internship opportunities into MHD’s Internship Program, with special 
recruitment of students with cultural and linguistic competencies and collaborate with 
Contractor Agencies in the community; 9) develop internship opportunities for consumers 
and high school students interested in careers in mental health; and, 10) upon completion 
of educational programs and internships, provide resources and support to student 
regarding available positions.  
 
The Mental Health Services Act (MHSA), Community Service and Supports (CSS) Plan 
on bilingual staff members who speak the languages of the target populations.      To 
estimate the number of additional direct service staff needed to meet linguistic 
competency needs (within current staffing and proportion of population served), the 
proportion of persons proficient in languages other than English was compared with the 
proportion of the Santa Clara county projected Medi-CAL population speaking 
“Threshold languages” designated by the State Department of Mental Health as 
reported in its SCCMHSA: CSS 3-year plan, 12/30/2005.  The estimated number of 
additional individuals needed to be proficient is based on current staffing (1448 direct 
service and 500 other staff) and does not include increased total staffing needed to 
address unmeet needs. 
 
Total Annual Dedicated Resources for Interpreter Services.       Unfortunately, neither 
Santa Clara County’s allocation of WET funds nor all of its MHSA service funds 
combined can adequately address the severity of the shortage of mental health 
workers.  Funding for the entire system must increase five-fold in order to meet the 
unmet need. Therefore, the WET Plan focuses on enhancing the skills of existing staff, 
changing the ethnic, cultural and linguistic makeup of the staff, establishing long-term 
infrastructure and partnerships and on developing a stronger pipeline for bringing more 
consumers and family members into the workforce to meet the needs of the Medi-Cal 
and uninsured populations.  
 
The WET Planning Committee is deeply aware that the current economic state of affairs 
in both Santa Clara County and the State of California significantly limit the County’s 
capability of meeting the unmet needs projected in this planning document. In fact, 
expressed concerns about impending cuts in mental health funding and the impact on 
future employment opportunities in the public mental health field might suggest that 
more modest and realistic estimates of workforce needs be projected. For these same 
reasons, however, the Committee believes that Santa Clara County is challenged to 
implement the critical elements of the MHSA workforce education and training goals 
that are intended to transform and change the way mental health services are delivered.  
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II and IV.   Services to Persons with Limited English Proficiency (LEP) 
and Interpreter Services   AND  Services to all LEP Clients Not 
Meeting the Threshold Language Criteria Who Encounter the Mental 
Health System at All Points of Contact. 
 
POLICIES, PROCEDURES, AND PRACTICES IN PLACE FOR MEETING CLIENT’S 
LANGUAGE NEEDS 
 
The MHD Policy and Procedure Section 201 (Subject: Providing Language Services) 
details how language services will be provided.  The policy has been in place since 
2002 and has four main objectives:  1) To provide effective and timely communication 
with clients who have limited English proficiency, or who have other language or 
communication barriers;  2) To provide equal access to appropriate mental health 
services for persons who have limited English proficiency, or who have other language 
or communication barriers;  3) To ensure that clinical decisions are based on accurate 
information, resulting in appropriate treatment and referrals to the client’s concerns; 
and,  4) To be in compliance with the Americans with Disabilities Act.  To meet these 
objectives the policy details how services will be delivered, when it is appropriate to use 
translation services, and how referrals will be made for people of limited English 
proficiency, or who have other language or communication barriers.   Furthermore, the 
MHD Policy and Procedure Section 192 (Subject: Service Access) clearly appointed the 
County QI Program to monitor access to the after-hours care by collecting the Call 
Center’s after-hours logs, and its Family and Children and Adult/Older Adult Divisions to 
monitor the 24-hour toll free telephone number by initiating test calls each quarter in the 
threshold languages.  The MHD Policy and Procedure Section 168 (Subject: Notice of 
Action) designated its QI Program to make the Notice of Action Forms available in the 
threshold languages.               
 
In addition, for fiscal year 2011 the County recently added language to the contract 
boilerplate for mental health service providers requiring that they comply with terms 
outlined in this cultural competency plan.  Thus as the plan evolves and needs are 
identified, contractors will need to adjust their policy to meet these needs.  
 
 
 
III. Provide Bilingual Staff and/or Interpreters for the Threshold 
Languages at all Points of Contact. 
 
(Note:  The following will be made available:  A. Evidence of availability of interpreter 
[e.g., posters/bulletins] and/or bilingual staff for the language spoken by Community    B.  
Documented evidence that interpreter services are offered and provided to clients and 
the response to the offer is recorded   C. Evidence of providing contract or agency staff 
that are linguistically proficient in threshold languages during regular day operating 
hours   D. Evidence that the County has process in place to ensure that interpreters are 
trained and monitored for language competence [e.g., formal testing]).   
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V.  Required Translated Documents, Forms, Signage, and Client 
Informing Materials. 
 
(Note:  The County shall have the following available for review during compliance visit:  
A. Culturally and linguistically appropriate written information for threshold languages,  
[at a minimum, to include:  Member service handbook brochure, General 
Correspondence, Beneficiary problem, resolution, grievance, and fair hearing materials, 
Beneficiary satisfaction surveys, Informed Consent for Medication Form, Confidentiality 
and Release of Information Form, Service Orientation for Clients, Mental health 
education materials, and Evidence of appropriately distributed and utilized translated 
materials]    B. Documented evidence in the clinical chart, that clinical findings/reports 
are communicated in the clients’ preferred language   C. Consumer satisfaction survey 
translated in threshold languages, including a summary report of the results [e.g., back 
translation and culturally appropriate field testing]    D.  Mechanism for ensuring 
accuracy of translated materials in terms of both language abd culture [e.g., back 
translation and culturally appropriate field testing]    E. Mechanism for ensuring 
translated materials are at an appropriate reading level [6th Grade] – Source:  
Department of Health Services and Managed Risk Medical Insurance Boards).   
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CRITERION 8:   COUNTY MENTAL HEALTH SYSTEM 
ADAPTATION OF SERVICES 
 
THE PLAN:  The MHD initiatives towards a client-driven and family-focused 
system shall advance its ability to be culturally and ethnically competent by 
ensuring that we have the ability to treat every client regardless of their racial, 
ethnic, cultural, and or linguistic background.  Although the plan is not finalized, 
many of the main objectives identified in the plan are extensions of the MHD’s 
long term goals to be a client driven wellness and recovery oriented system of 
care.  By embracing the MHSA principles and the goals identified in the MHD’s 
CSS, PEI, and WET plans, we are moving closer to developing a system which 
supports client wellness and recovery by providing services that meet the client’s 
current concerns and wishes. 
 
 
 
I.   Client-driven/operated recovery and wellness programs 
 
CLIENT-DRIVEN PROGRAMS 
 
Currently, Santa Clara County has two client-driven/operated recovery and wellness 
programs:  The Office of Consumer and Family Affairs; and, The Wellness Recovery 
Action Planning Training Program: Administrative programs have also been put in place 
to drive support the implementation of recovery and wellness through out the system.   
 
The Office of Consumer/Family Affairs.     Santa Clara County had Self Help Centers in 
North County since March 2003, in Central County since June 2003, and since October 
2003 since October 2003.  However, the Office of Consumer and Family Affairs (OCFA) 
officially started in 02/17/2007.  The Office spearheads efforts to get consumer and 
family involvement in the system.  It is dedicated to the ongoing commitment for 
consumer and family member involvement in the areas of planning, implementation, 
and delivery of mental health services.  Its vision is to meet the many unmet needs of 
clients in the county, such as affordable housing, peer support, meaningful jobs, and 
other needs OCFA advocates for client and family member rights as well as the delivery 
of wellness and recovery services.  It provides leadership for the development of 
system-wide client involvement, client advocacy and self-help and establishing a strong 
consumer presence within the MHD. Consumer and family member staff attend training, 
conferences, workshops, etc., in order to develop competencies, and knowledge, which 
can be shared with the local client community and local mental health providers.  In 
addition the consumer and family member staff:   a) are trained in peer counseling,  b) 
sit on panels and boards,  c) provide training on client perspectives in-house and in the 
community,  d) collect and share resource material pertaining to the needs of mental 
health clients; and,   e) facilitate outreach/support groups at locked facilities.    
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These activities are designed to reduce stigma/discrimination in the community through 
education and advocacy, and provide a client perspective on Mental Health policies.   
The MHD is funding three strategically located self-help centers in Central, North and 
South County which the OCFA provides ongoing support for the implementation of all 
three centers.  As OCFA expands a near future task will be to develop a 
consumer/family provider network monitoring team.  This team will evaluate provider 
sites for environmental factors which impact the recovery process.  This will include but 
is not limited to:   a) a welcoming atmosphere, b) customer services, c) cleanliness, d) 
responsiveness to clients needs, e) use of recovery principles; and, f) attitudes toward 
wellness. 
 
Wellness Recovery Action Planning Training   (WRAP).    As noted earlier, the MHD 
provides a number of trainings for Staff, managers, consumers and family members to 
support enhance their ability to serve and or be served.  In an effort to support the 
recovery efforts MHD has committed to provide Wellness Recovery Action Planning to 
all staff.  Three-Day Orientation Trainings give an overview of WRAP and how it is 
implemented.  In addition, for those who successfully complete the three day program, 
five days sessions are offered to certify individuals as WRAP facilitators.  Individuals 
who complete the five day training can provide WRAP groups which support consumers 
in the development and implementation of their own plans.  Consumer and family 
members are also encouraged to take the five day training and become WRAP 
facilitators.    
 
In addition, the MHD provides administrative support to client-driven Programs.  The 
Santa Clara County also has established four groups to function in an administrative 
capacity to focus on client recovery, system transformation, data use, and 
implementation:   1) The Recovery Committee,  2) The System Redesign Teams, and;  
The Learning Partnership Division:  
 

1) The Recovery Committee.   The recently established Recovery Committee is  
composed of consumers, family members, line staff, managers, Administrative 
staff, the Deputy Director and the Director of the MHD.  Its goal is to bring 
recovery to the entire system by addressing those issues which impede change 
and reducing well established barriers that are engrained in the system. Several 
identified problems are being addressed by the Recovery Committee. These 
include but are not limited to: 
 

 System is not moving “full force” into wellness & recovery model  
 The “wellness & recovery culture” in our system is in its infancy 
 Many people in our system don’t understand what is meant by  “recovery  
 philosophy” or model of care 
 All managers are not actively modeling, facilitating wellness & recovery. 
 Many clients aren’t moving into “active recovery” (per MORS) 
 Lack of consumer/family workers/ involvement 
 Consumer staff does not feel welcomed or valued in all clinics, i.e., there is  

too much difference 
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The committee plans to measure its success by achieving the following: 
 All clients welcomed at every visit and report feeling so when they visit  

clinics 
 All manager are actively facilitating and modeling wellness/recovery 
 Consumer/staff are viewed and play vital family role in serve delivery 
 Consumers are moving into (6, 7, 8 MORS) active recovery 
 

2) System Redesign Teams.    The County MHD Adult System of Care and the  
Family and Children Systems redesign is being undertaken in response to the dual 
need of transforming the system while also gaining efficiencies to respond to 
broad reduction in resources. 

 
The Adult System Redesign Team discussed measurement and implementation, 
defining phases of recovery and adaptation, data-driven scope of services, and 
management practices and implementing change.  The redesign introduced two 
measures that assess stage of recovery, level of functioning/impairment and level 
of risk:  a clinician completed client assessment called the Milestone of Recovery 
Scale or MORS, and a client completed self-assessment tool called Clinically 
Informed Outcome Management or CIOM.  MORS was introduced in February 
2009, while the CIOM was pilot tested in the Fall 2009.  The ability of the system 
to accurately and efficiently identify clients’ current recovery stage and then 
monitor their status to assure their steady progression through the stages is vital to 
maximizing resources for clients – to assure that what services clients receive is 
ideally matched to their individualized needs. 

 
The Family & Children System Redesign Team is a multi-agency team, initially 
convened in October 2009. Its aims are to: a) Improve effectiveness and efficiency 
of services in order to: keep more youth at home,  keep more youth in school, 
keep more youth out of Juvenile Hall, reduce the recidivism of youth, and reduce 
out-of-county placements and increase in-county services for youths;   b) Reduce 
restrictiveness and stigma while enhancing family centeredness of services and 
the service system;   c) Develop a coordinated system of community and self-care 
that reflects a person's family and loved ones, language, culture, ethnicity, gender 
and sexual identity and involves all generations of the family;   d) Develop and 
adopt regular measurement of outcomes, including life functioning and other client 
strengths to support timely identification of and action on improvement 
opportunities, as well as to improve transparency of system performance;   e) 
Reduce barriers to access and improve penetration rate of services, particularly to 
diverse ethnic and cultural communities;   f) Adopt leadership and management 
models that build business competencies that support achieving and sustaining 
high levels of system performance; and,   g) Increase partnering between the 
county and providers to support system improvement.  In defining the scope of the 
redesign efforts, the Project Team adopted with the SAMHSA System of Care 
delineation of the target audience. The Redesign Team discussed and adopted 
Care Processes, Care Continuum, a Measurement Feedback System, and the 
Management Practices and Leadership Support 
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3) Learning Partnership Division.    The Learning Partnership is comprised of three  
Units, Decision Support (the Department’s research and evaluation unit), Cultural 
Competency (ensures that cultural needs of the County’s ethnic and racial 
populations are met by the Department) and Continuous Learning (responsible for 
staff development and consumer workforce education and training). These units 
are tasked with working together to aid and support the transformation of the 
Department to a client driven wellness and recovery focused system.  Each Unit 
has a specific role in this transformation process but must rely on the actions of 
the other Units to reach its goals. As LP evolves the roles and goals may expand 
but the ultimate plan is to help the system be more supportive of our clients needs.  

 
Each unit is guided by a workgroup composed of consumers, family members, and 
other mental health stakeholders.  The workgroups provide guidance and 
oversight to the units activities as well help maintain and develop annual goals for 
the units activities.  The workgroups are subcommittees of the larger Learning 
Partnership Steering Committee, which is chaired by the Division Director and 
provides organization structure and leadership to the Division while supporting the 
guiding MHSA principles designed to transform the system. In Criterion 4 a more 
detailed explanation of the cultural competency training activities is provided. 

 
Central to the function of the Divisions’ Continuous Learning Unit function is the 
implementation of the Work Force Education and Training (WET) Plan.  The Plan 
addresses the shortage of qualified individuals who provide services in this 
County’s Public Mental health System. This includes community based 
organizations who provide publicly-funded mental health services to the degree 
they comprise this county’s public mental health system workforce.  This 
Workforce Education and Training component is consistent with and supportive of 
the vision, values, mission, goals, objectives and proposed action of California’s 
MHSA Workforce Education and Training Five-Year Strategic Plan (Five-Year 
Plan), and this county’s current MHSA Community Services and Supports 
components.  Funds do not supplant existing workforce development and/or 
education and training activities. Funds will be used to modify and or /expand 
existing programs and services to fully meet the fundamental principles contained 
in the Act. 

 
All proposed education, training and workforce development programs and 
activities contribute to developing and maintaining a culturally competent 
workforce, and to including individuals with client and family member experience 
that are capable of providing client- and family-driven services that promote 
wellness, recovery, and resiliency, leading to measurable, value-driven outcomes.  
This Workforce Education and Training component has been developed with 
stakeholders and public participation.   
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II. Responsiveness of mental health services  
 
EVIDENCE THAT THE COUNTY/CONTRACTOR HAS AVAILABLE, AS 
APPROPRIATE, ALTERNATIVES/OPTIONS THAT ACCOMMODATE INDIVIDUAL 
PREFERENCE, OR CULTURAL AND LINGUISTIC PREFERENCES, 
DEMONSTRATED BY THE PROVISION OF CULTURE-SPECIFIC PROGRAMS, 
PROVIDED BY THE COUNTY/CONTRACTOR AND/OR REFERRAL TO 
COMMUNITY-BASED, CULTURALLY-APPROPRIATE, NON-TRADITIONAL 
MENTAL HEALTH PROVIDER  
 
MHD Policy and Procedure Section 125 (Subject:  Non-Discrimination Policy) details the 
responsibility of the MHD to be inclusive of all individuals regardless of their ethnic or 
cultural background.  The policy ensures that the department treats all fairly and with 
dignity. 
 
EVIDENCE THAT THE COUNTY INFORMS CLIENTS OF THE AVAILABILITY OF 
THE ABOVE LISTING IN THEIR MEMBER SERVICES BROCHURE.  IF IT IS NOT 
ALREADY IN THE MEMBER SERVICES BROCHURE, THE COUNTY WILL 
INCLUDE IT IN THEIR NEXT PRINTING OR WITHIN ONE YEAR OF THE 
SUBMISSION OF THEIR CCPR.  
 
MHD Policy and Procedure Section 140 (Subject: Informing Materials:  Client Brochure 
and Provider List) ensures that all written materials are accessible and translated into 
the threshold languages.  These brochures also list our ethnic and culturally specific 
providers so clients who wish these services may be aware and may request as they 
choose.  
 
COUNTIES HAVE POLICIES, PROCEDURES, AND PRACTICES TO INFORM ALL 
MEDI-CAL BENEFICIARIES OF AVAILABLE SERVICES UNDER CONSOLIDATION 
OF SPECIALTY MENTAL HEALTH SERVICES.  (OUTREACH REQUIREMENTS AS 
PER SECTION 1810.310, 1A AND 2B, TITLE 9)  
 
MHD Policy and Procedure Section 350 (Subject:  Bilingual Certification) details how 
staff are to be tested to determine if they meet the criteria to be certified to provide 
services in multiple languages.   
 
EVIDENCE THAT THE COUNTY HAS ASSESSED FACTORS AND DEVELOPED 
PLANS TO FACILITATE THE EASE WITH WHICH CULTURALLY AND 
LINGUISTICALLY DIVERSE POPULATIONS CAN OBTAIN SERVICES (INCLUDING:   
1.  LOCATION, TRANSPORTATION, HOURS OF OPERATION, OR OTHER 
RELEVANT AREAS    2.  ADAPTING PHYSICAL FACILITIES TO BE ACCESSIBLE 
TO DISABLED PERSONS, WHILE BEING COMFORTABLE AND INVITING TO 
PERSONS OF DIVERSE CULTURAL BACKGROUNDS (E.G., POSTERS, 
MAGAZINES, DÉCOR, SIGNS)   3.  LOCATING FACILITIES IN SETTINGS THAT 
ARE NON-THREATENING AND REDUCE STIGMA, INCLUDING CO-LOCATION OF 
SERVICES AND/OR PARTNERSHIPS, SUCH AS PRIMARY CARE AND IN 
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COMMUNITY SETTINGS.  (THE COUNTY MAY INCLUDE EVIDENCE OF A STUDY 
OR ANALYSIS OF THE ABOVE FACTORS, OR EVIDENCE THAT THE COUNTY 
PROGRAM IS ADJUSTED BASED UPON THE FINDINGS OF THEIR STUDY OR 
ANALYSIS.  
 
(Note:  Documents for such analysis are not available.   The MHD shall locate 
documented studies and/or conduct studies over the next three years to assess factors 
affecting access to services and develop plans to facilitate the ease of obtaining 
services by culturally and linguistically diverse populations.) 
 
 
 
III. Quality of Care: Contract Providers 
 
(Note:  Evidence of how a contractor’s ability to provide culturally competent mental 
health services is taken into account in the selection of contract providers, including the 
identification of any cultural language competence conditions in contracts with mental 
health providers.  The MHD shall have contract process documents available for Site 
Visit Review.)  
 
 
 
IV. Quality Assurance Performance Outcomes of Providers 
 
The County MHD’s Director convened a “Performance Measures Committee” to 
develop a dashboard of performance measures to respond to a wide variety of needs 

associated with the agency’s “Strategic Framework”.  These needs and the aims of this 
committee are described in the charter. Issues driving the efforts of this Committee 
range from macro or community-level needs to those of individual client served by the 
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system (see levels in diagram below).   These issues that frame the committee’s charge 
and to which the committee must respond include:  

 Agencies, programs and individual providers system-wide are committed to  
improving client outcomes and require performance measures in order to reliably 
achieve that improvement     

 To effectively manage outcomes, leadership and management must be able to  
see system-level performance, including the overall value and service provided to 
the community; program performance, including effectiveness with specific client 
cohorts; and, client-specific-outcomes        

 Leadership, middle managers and supervisors require information to determine  
level of performance and to identify opportunities for improvement     

 Currently available data can inform performance measures related to processes  
but is limited in terms of informing outcomes     

 County rules and regulations require the contractors be evaluated in order to either  
extend existing contractors or establish new contracts (with existing or new  
contractors)     

 Current data technology system development should influence and be influenced  
by performance measures     

 Client and family members need more input into services, at all levels     
 A variety of internal and external stakeholders are expecting/demanding greater  

transparency around reporting of the system’s performance to ensure their 
constituents are being effectively served     

 Establishment of measures will be most effective if done in collaboration with  
contract agencies that will be responsible for gathering required data inputs and 
responding to the reported performance measures 

 
The Performance Measures Development Committee mission is to develop a 
dashboard of measures of client outcomes, financial performance, operational 
efficiency, and organizational capacity. These measures must support leaders and 
managers in the complex of challenges:    

 Aligning “vision and mission with customer requirements and day-to-day work     
 Managing and evaluating business strategy     
 Monitoring operation efficiency improvements  
 Building organizational capacity      
 Communicating progress to all employees and stakeholders 

 
This mission is further delineated by responding to the three key questions that the 
Model For Improvement calls for, in terms of setting the stage for effective achievement 
of desired improvement in measuring, reporting and using measurement. 
 
The MHD Aims (What are we trying to accomplish?) to support:  improved outcomes (at 
the individual client level, program level, system level and community level), 
performance reporting to Mental Health Board and other stakeholders, performance 
management through qualitative and quantitative measurement of experience of care 
that enables greatest possible effectiveness of services; and, provider performance 
evaluation for contracting/extensions and oversight. 
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NOTE:  “System” in the above chart represents the entire span of services controlled by 
Santa Clara County Mental Health Services.  “Provider” in the “Programs and Services” 
represents both an agency level of reporting and the reporting unit within an agency. 
 
The MHD will evaluate (How will we know a change is an improvement?)  a) if there are  
improvements in measures of client and family outcomes   b) if managers are able to 
identify and act on opportunities for improvement as well as celebrate and reward 
success – at the system-level, program level (including with specific client cohorts) and 
individual client level   c)  if contractors are appropriately evaluated, selected and 
contracted/re-contracted per county requirements   d) if there is sufficient transparency 
in reporting performance so that the MHB and other stakeholders are confident about 
knowledge of system and program-level performance   and   e) if there is improvement 
in cost-effectiveness of services. 
 
The MHD identified Areas to Change (What changes can we make that will result in 
improvement?):  content of dashboard for outcome and process measures and 
frequency of publication from monthly to annually;   reporting tool by developing or 
purchasing one that allows flexible inquiry by agency leadership and program 
managers. 
 
The Performance Measures Development Committee is guided by the following 
principles:   Do not create redundant data systems;   Support data consistency across 
the system;   Data must be accessible;   Create a family of useful measures ---  
recognizing that no single measure will be perfect (and does not need to be);   Each 
measure must have a clear end-user and articulated purpose for use;   and,   Client and 
families will be represented throughout the development process. 
 
The MHD Director who is the  accountable leader for the quality and effectiveness of 
mental health services provided through the mental health system authorized the 
convening this Performance Measures Development Committee, and delegated roles 
and responsibilities to a Steering Committee (chaired by the MHD Director) to define 
domains of measures, select measures to test, evaluate test results, select final system-
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wide performance measures including expected end-users;  to the Core Team to guide 
staff to carry-out the Steering Committee’s direction, decisions and plans;  to a Project 
Manager  (who is also the LP Division Director and CC ESM) to oversee the 
committee’s work with support from the CIMH consultant who is the committee’s 
facilitator;  to County Staff  to assist with identifying existing measures for review, testing 
of selected measures, reporting findings of tests, and implementing routine generation 
of selected measures; and,  to the Client and Family Representatives  to serve in the 
Steering Committee and participate in testing of draft measures and the overall 
dashboard. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

TAFF SATISFACTION:  DESCRIPTION OF METHODS, IF ANY, USED TO 

1
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C a u s i n g  h a r m  to  o th e r s
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S
MEASURE STAFF EXPERIENCE OR OPINION REGARDING THE 
ORGANIZATION’S ABILITY TO VALUE CULTURAL DIVERSITY IN ITS 
WORKFORCE AND CULTURALLY AND LINGUISTICALLY COMPETENT SERVICES      

he Mental Health Department Director and Executive and Division Director Team has 
quested that an Organizational Improvement Team (OIT) comprised of line, 

dministrative and management representatives be established to design and 
plement organizational changes that will improve morale, communication and 

mployee job satisfaction among County Mental Health programs and administrative 
nits.  

RIEVANCES AND COMPLAINTS:   DESCRIPTION OF HOW COUNTY MHD’S

 
T
re
a
im
e
u
 
G  

S FOR DATA ON GRIEVANCES AND COMPLAINT/ISSUES RESOLUTION PROCES
MEDI-CAL AND NON-MEDI-CAL CLIENTS ARE ANALYZED. 
 
(Note:  The MHD DSU shall develop a procedural plan and implement existing data 
acquisition/new data collection and analytic procedure(s) over the next three years.  
Comparative rates analysis between the general beneficiary population and ethnic 
beneficiaries shall be included.) 
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APPENDIX A.1.     MENTAL HEALTH DEPARTMENT HEALTH AGENDA 
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APPENDIX B.1.  SANTA CLARA COUNTY GENERAL POPULATION 
(Source:  Extracts from the State of CA DMH CY 2007 Needs Estimates) 

Santa Clara County General Population 
  Youth Adults   
Population 1,748,976 419,608 1,329,368   
Gender      
Male   215,583 679,420 895003 51.17% 
Female  204,025 649,948 853973 48.83% 
Age       
00-05  149,573    8.55% 
6-11  134,770    7.71% 
12-17  135,265    7.73% 
18-20   68,592  3.92% 
21-24   90,417  5.17% 
25-34   242,777  13.88% 
35-44   300,021  17.15% 
45-54   262,470  15.01% 
55-64   178,426  10.20% 
65+   186,665  10.67% 
Race/Ethnicity      
White-NH 22.16% 122,394 552,371 674,765 38.58% 
African Am-NH (Black) 28.16% 9,668 34,331 43,999 2.52% 
Asian-NH 29.97% 122,896 410,107 533,003 30.48% 
Pacific Islander-NH 24.98% 1,128 4,515 5,643 0.32% 
Native Americans-NH 26.66% 1,000 3,751 4,751 0.27% 
Multi-NH (Two or More Races)  88.38% 17,679 20,003 37,682 2.15% 
Hispanic 47.60% 144,843 304,290 449,133 25.68% 
Education      
0-11    255,623   
HS graduate    597,394  91.74% 
College graduate    476,351  40.70% 
Poverty Level      
Below 100%  38,117 94,066 132,183 7.56% 
100%-199%  54,856 128,703 183,559 10.50% 
200%-299%  61,508 155,064 216,572 12.38% 
300%+ pov  255,911 930,420 1,186,331 67.83% 
Undefined  9,216 21,114 30,330 1.73% 
Marital Status      
Married    785,602   
Sep/Wid/Div    218,680   
Single    325,086   
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APPENDIX B.2.   SANTA CLARA COUNTY MEDI-CAL POPULATION DEMOGRAPHICS 
Source:  Extracts from CA-EQRO APS CY 2008 (pp. 50-51) and CY 2007 (pp.  49-50) Health Care data for SCC MHP 
 

Cy 2008  Penetration Rate Medi-CAL Eligible 
 Ave Number of 

Eligibles per 
Month (SCC) 

As % of 
Total for 
SCC 

 
SCC GAP 

(SCC) 
Large 
MHP 

GAP 
(Large 
MHP) 

Statewide GAP 
(Statewide) 

 

 

245,333 100%  5.67% 

 

6.32% 

 

6.19%  
Gender          
Male  105,249 42.90%  6.25%  6.96%  6.90%  
Female 140,084 57.10%  5.23% 1.02% 5.83%  5.65%  
Age           
0-5 42,597 17.36%  2.01% 6.31% 1.43% 7.70% 1.40% 7.16%
6-17 57,732 23.53%  5.82% 2.50% 7.66% 1.47% 7.81% 0.75% 

18-59 91,851 37.44%  8.32%  9.13%  8.56%  

60+ 53,155 21.67%  3.84% 4.48% 3.47% 5.66% 3.40% 5.16%
Race/Ethnicity          
White 31,976 13.03%  13.68%  11.80%  11.72%  
Black 9,696 3.95%  9.30% 4.38% 9.97% 1.83% 10.10% 1.62% 
Asian/Pacific 
Islander (API)  65,851 26.84%  4.55% 9.13% 4.42% 7.38% 4.39% 7.33%
Native Americans 872 0.36%  10.67% 3.01% 12.44% -0.64% 10.69% 1.03% 
Two or More Races   0.00%         
Hispanic 124,781 50.86%  3.47% 10.21% 3.47% 8.33% 3.41% 8.31%
Other 12,160 4.96%  9.91% 3.77% 8.65% 3.15% 8.96% 2.76% 

Cy 2007 Penetration Rate Medi-CAL Eligible 
 Ave Number of 

Eligibles per 
Month (SCC) 

As % of 
Total for 
SCCl 

 
SCC SCC: 

GAP 
Large 
MHP 

Large 
MHP: 
GAP 

Statewide Statewide: 
GAP 

 

 

238339 100%  5.67% 
 

6.52%  6.19%  
Gender          
Male  102017 42.80%  6.08%  7.16%  6.88%  
Female 136323 57.20%  5.37% 0.71% 6.03%  5.67%  
Age           
0-5 42001 17.62%  1.58% 6.86% 1.46% 8.09% 1.31% 7.39%
6-17 55699 23.37%  5.86% 2.58% 7.78% 1.77% 7.71% 0.99% 

18-59 89623 37.60%  8.44%  9.55%  8.70%  

60+ 51018 21.41%  3.99% 4.45% 3.52% 6.03% 3.34% 5.36%
Race/Ethnicity          
White 31918 13.39%  13.24%  12.08%  11.84%  
Black 9697 4.07%  9.25% 3.99% 10.14% 1.94% 9.94% 1.90% 
Asian/Pacific 
Islander (API)  64318 26.99%  4.82% 8.42% 4.54% 7.54% 4.45% 7.39%
Native Americans 742 0.31%  11.73% 1.51% 13.16% -1.08% 10.86% 0.98% 
Two or More Races   0.00%         
Hispanic 119779 50.26%  3.29% 9.95% 3.48% 8.60% 3.29% 8.55%
Other 11886 4.99%  10.68% 2.56% 9.45% 2.63% 9.56% 2.28% 

 
 Penetration Rate:  Medi-CAL Eligible Clients in CY 2007 Penetration Rate: Medi-CAL Eligible Clients in CY 2008 
Gender SCC Large MHP Statewide SCC Large MHP Statewide 
Male  6.08% 7.16% 6.88% 6.25% 6.96% 6.90% 
Female 5.37% 6.03% 5.67% 5.23% 5.83% 5.65% 
 Gap 0.71% 1.13% 1.21% 1.02% 1.13% 1.25% 
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APPENDIX B.3.   SANTA CLARA COUNTY FOSTER CARE AND TAY DEMOGRAPHICS 
 
Source:  Extracts from CA-EQRO APS CY 2008 (pp. 53-54) and CY 2007 (pp. 52-53) Health Care data for SCC MHP 
Penetration Rate: FOSTER CARE 

 CY 2008 CY 2007 

 

 Ave 
Number of 
Eligibles 
per Month 

As % of 
Total 

SCC Large 
MHP Statewide 

Ave 
Number of 
Eligibles 
per Month 

As % of 
Total 

SCC Large 
MHP Statewide 

Gender           
Male  969 51.61% 56.14% 57.26% 60.50% 1,061 51.19% 52.87% 54.21% 57.72% 
Female 958 48.39% 53.24% 54.63% 55.59% 1,051 48.81% 50.09% 51.97% 52.65% 
Age            
0-5 493 10.72% 22.92% 30.81% 31.96% 573 8.49% 16.23% 28.81% 27.65% 

6+ 1,435 89.28% 65.57% 64.69% 66.57% 1,540 91.51% 65.13% 61.76% 64.34% 

Race/Ethnicity           
White 433 21.92% 53.35% 58.26% 54.97% 482 22.35% 50.83% 55.56% 52.69% 
Black 232 12.62% 57.33% 55.59% 61.22% 250 11.86% 52.00% 52.71% 57.23% 
Asian/Pacific 
Islander (API)  97 5.60% 60.82% 63.45% 63.31% 111 5.93% 

 
58.56% 

 
54.18% 58.03% 

Native 
Americans 18 1.42% 83.33% 59.08% 51.60% 16 1.09% 

 
75.00% 

 
52.84% 48.27% 

Two or More 
Races          

  
 

Hispanic 1,128 57.50% 53.72% 53.00% 60.19% 1,237 57.66% 51.09% 50.12% 56.49% 
Other 21 0.94% 47.62% 74.39% 92.14% 18 1.09% 66.67% 86.14% 118.28% 

 
 
Source:  Extracts from CA-EQRO APS CY 2008 (pp. 56-57) and CY 2007 (pp. 55-56) Health Care data for SCC MHP 
Penetration Rate:  TAY - Transitional Age Youth (16-25 Years Old) 

 CY 2008 CY 2007 

 

 Ave 
Number of 
Eligibles 
per Month 

As % of 
Total 

SCC Large 
MHP Statewide 

Ave 
Number of 
Eligibles 
per Month 

As % of 
Total 

SCC Large 
MHP Statewide 

Gender           
Male  12,866 50.38% 7.27% 9.12% 9.24% 12,343 48.84% 6.68% 9.10% 9.13% 
Female 20,202 49.62% 4.56% 5.71% 5.77% 19,841 51.16% 4.35% 5.70% 5.59% 
Age            
16-17 8,967 41.98% 8.70% 9.92% 10.28% 8,545 42.50% 8.39% 10.17% 10.35% 

18-21 14,485 37.41% 4.80% 6.07% 6.16% 13,867 35.86% 4.36% 5.81% 5.81% 

22-25 9,617 20.61% 3.98% 5.29% 5.04% 9,773 21.64% 3.73% 5.29% 4.92% 

Race/Ethnicity           
White 3,666 27.45% 13.91% 12.62% 13.26% 3,628 26.97% 12.54% 12.69% 13.31% 
Black 1,580 8.67% 10.19% 10.69% 10.67% 1,579 8.83% 9.44% 10.57% 10.27% 
Asian/Pacific 
Islander (API)  6,864 14.48% 3.92% 3.63% 3.73% 6,788 14.76% 

 
3.67% 

 
3.46% 3.57% 

Native 
Americans 178 0.86% 8.99% 11.24% 11.23% 142 0.65% 

 
7.75% 

 
11.66% 11.20% 

Two or More 
Races         

  
 

Hispanic 19,908 42.84% 4.00% 4.48% 4.57% 19,256 42.03% 3.68% 4.38% 4.31% 
Other 874 5.70% 12.13% 10.48% 11.53% 793 6.76% 14.38% 10.92% 12.17% 
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APPENDIX B.4.   SANTA CLARA COUNTY POVERTY DATA  
 Cases for 

Households 
<200% of FPL  
(CY 2007) 
Column a 

Households 
<200% of FPL 
(CY 2007) 
 
Column b 

Medi-CAL 
Eligible (CY 
2008) 
 
Column c 

Households <200% of 
poverty Less Medi-CAL 
Eligible (CY 2008) 
 
Column d 

Cases in 
Column d 
Divided by 
Column a  

Population (=1748976) 22570 309672 245333 64339 20.78%
Gender      
Male 12967 150153 105249 44436 29.59%
Female 12766 159520 140084 19,436 12.18% 
Age      
00-05 31173 42597 -11424 -36.65%
6-17 

8177 

61565 57732 3833 6.23% 
18 and Older 14393 216935 145006 71929 33.16%
Race/Ethnicity      
White-NH 5410 65560 31976 33584 51.23%
African Am-NH (Black) 705 8239 9696 -1457 -17.68%
API 4019 83213 65851 17362 20.86% 
Native Americans-NH 129 1161 872 289 24.89% 
Multi-NH (Two or More Races) 659 7158    
Hispanic 11649 144342 124781 19561 13.55% 
Other-NH/Unknown 0 0 12160 -12160  

Source: CA-DMH CY 2008 Estimates of Needs & Poverty Data; CA EQRO_APS Data for SCC for CY 2008 
 
 
 

 Cases for 
Households 
<200% of FPL  
(CY 2007) 
Column a 

Households 
<200% of FPL 
(CY 2007) 
Column b 

Medi-CAL 
Eligible (CY 
2007) 
 
Column c 

Households <200% of 
poverty Less Medi-CAL 
Eligible (CY 2007) 
Column d 

Cases in 
Column a 
Divided by 
Column d  

Population (=1748976) 22570 309672 238339 71333 23.04%
Gender      
Male 12967 150153 102017 48136 32.06%
Female 12766 159520 136323 23197 14.54% 
Age      
00-05 31173 42001 -10828 -34.74%
6-17 

8177 

61565 55699 5866 9.53% 
18 and Older 14393 216935 140641 76294 35.17%
Race/Ethnicity      
White-NH 5410 65560 31918 33642 51.31%
African Am-NH (Black) 705 8239 9697 -1458 -17.70%
API 4019 83213 64318 18895 22.71% 
Native Americans-NH 129 1161 742 419 36.09% 
Multi-NH ( 2 or More Races) 659 7158    
Hispanic 11649 144342 119779 24563 17.02% 
Other-NH/Unknown 0 0 11886 -11886  

Source: CA-DMH CY 2007 Estimates of Needs & Poverty Data; CA EQRO_APS Data for SCC for CY 2007 
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APPENDIX B.5.   SANTA CLARA COUNTY SERVICE UTILIZATION DATA 
(Data Source:  MHD Decision Support Unit) 
 

Ethnicity FY09 Served   FY09 JPD Only 

African American 1,414 3.1% 44 

American Indian 210 0.5% 1 

Asian/Pacific Islander 2,909 0.8% 23 

Latino 7,382 3.1% 227 

White 6,919 0.8% 52 

Mixed 26 0.0% 0 

Other 834 0.7% 6 

Unknown 2,056 0.4% 8 

Total 21,750 1.7% 361 
 
 
 

Age Group FY09 Served   FY09 JPD Only 

Child (0-15) 5,768 2.1% 119 

TAY (16-25) 3,554 6.8% 242 

Adult (26-59) 10,324 0.0% 0 

Older Adult (60+) 2,104 0.0% 0 

Total 21,750 1.7% 361 
 
 
 

Ethnicity FY09 Served   FY09 EPS Only 

African American 1,414 15.3% 217 

American Indian 210 15.2% 32 

Asian/Pacific Islander 2,909 16.4% 476 

Latino 7,382 14.0% 1,036 

White 6,919 21.5% 1,490 

Mixed 26 11.5% 3 

Other 834 13.5% 113 

Unknown 2,056 53.8% 1,107 

Total 21,750 20.6% 4,474 
 
 
 

Age Group FY09 Served   FY09 EPS Only 

Child (0-15) 5,768 5.4% 312 

TAY (16-25) 3,554 28.9% 1,027 

Adult (26-59) 10,324 26.3% 2,716 

Older Adult (60+) 2,104 19.9% 419 

Total 21,750 20.6% 4,474 
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APPENDIX C.1.   SAMPLE OF CULTURAL COMPETENCY ANNUAL REPORT IN 
DEVELOPMENT 
 
 

Annual Data Report 
FY 2009 

         
Section I. Demographics 

    

#1. County Demographics: Race/Ethnicity, Gender, and Age Group 
As of July 1, 2009   

    
Female    
Age Group White Hispan

ic 
Asian Pac Isl Black Amer 

Ind 
Multirac

e 
0 to 5 47316 28286 22172 278 1227 67 6339  

6 to 17 41044 49783 37084 586 3680 480 7510 
18 to 59 195233 13084

2 
151570 2947 15773 2142 12783 

60 & Older 85492 22237 34917 477 3215 511 3155 
Total 369085 23114

8 
245743 4288 23895 3201 29788 

    

Male    

Age Group White Hispan
ic 

Asian Pac Isl Black Amer 
Ind 

Multirac
e 

0 to 5 20421 29726 23667 306 1350 80 6646 

6 to 17 43511 52251 39300 661 3821 518 7647 
18 to 59 214522 14756

6 
156055 2895 17823 2227 12958 

60 & Older 70576 17898 28920 398 2905 435 2967 
Total 349031 24744

1 
247941 4261 25899 3260 30218 

    
TOTAL 718116 47858

9 
493684 8549 49794 6461 60006 1815199 

Source: State of California, Department of Finance, E-3 Race / Ethnic Population Estimates with Age and  

Sex Detail, 2000–2007. Sacramento, CA, May 2009.   
    

#2. County Demographics: MED-CAL Recipients by Gender, Ethnicity, and Primary Language 
As of July 1, 2009   
Ethnicity Female Male Total Language Female Male Total 

Hispanic  70,645 54,480 125,125 English 52,658 38,024 90,682
Vietnamese 15,824 12,936 28,760 Spanish 46,460 37,071 83,531
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White 13,322 9,003 22,325 Vietnamese 14,265 11,578 25,843
Chinese 5,806 4,202 10,008 Mandarin 3,438 2,469 5,907
Filipino 5,009 3,335 8,344 Tagalog 2,185 1,453 3,638
Black 4,762 3,271 8,033 Cantonese 1,613 1,088 2,701
Asian Indian 2,403 2,056 4,459 Farsi 901 678 1,579
Iranian 904 763 1,667 Russian 658 361 1,019
Cambodian 776 618 1,394 Cambodian 463 404 867
Korean 768 466 1,234 Korean 517 272 789
American 
Indian 

509 248 757 Arabic 215 163 378

Russian 399 247 646 Ilocano 113 78 191
Samoan  318 264 582 Amharic 100 72 172
Hawaiian 283 207 490 Somali 81 80 161
Ethiopian 255 170 425 Portuguese 98 56 154
Pacific 
Islander 

256 167 423 Lao 64 42 106

Afghan 159 181 340 Samoan 55 41 96
Portuguese 183 135 318 Bosnian 36 31 67
Japanese 155 112 267 Ethiopian 41 18 59
Laotian 139 87 226 Romanian 28 18 46
Iraqi 112 112 224 Armenian 25 18 43
Guamanian 83 53 136 American 

Sign 
Language 

23 18 41

Armenian 72 42 114 Japanese 24 15 39
Pacific Isles 64 50 114 French 23 11 34
Hmong 18 21 39 Turkish 9 19 28
Amerasian 18 12 30 Tigrigna 15 12 27
Alaskan 
Native 

13 11 24 Thai 16 10 26

Polish 9 9 18 Polish 17 8 25
Cuban 9 8 17 Italian 7 7 14
Cuban-
Haitian 

1 0 1 Serbo-
Croatian 

7 6 13

Other 854 684 1,538 Afghani 6 7 13
Other Asian  495 368 863 Oromo 7 3 10
Other Asian 
Pacific 
Islander 

190 132 322 Swahili 4 3 7

Other Pacific 
Islander 

132 116 248 Mien 3 3 6

Other East 
European 

91 86 177 German 2 2 4

No 
Response; 
Declined 

110 143 253 Hmong 2 0 2

Invalid Data 23 19 42 Hebrew 1 0 1
Unknown 492 410 902 Other Non-

English 
1,425 1,046 2,471
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125,661 Total 95,224 220,885 Other 
Chinese 
Language 

44 28 72

   Other Sign 
Language  

5 5 10

   Unknown 7 6 13
   Total 125,66

1
95,224 220,885

Source:  Santa Clara County Social Services Agency   
    

#3. MHD Unduplicated Consumers: Medi-Cal and Non Medi-Cal   
    

#3a. OVERALL   
Medi-Cal (All Programs)  Non Medi-Cal (All Programs) 
Age Group Hispanic White Total Age Group Hispani

c 
White Total 

0 to 5 884 127 1011 0 to 5 115 12 127
6 to 17 2204 772 2976 6 to 17 905 513 1418
18 to 59 1557 2769 4326 18 to 59 1508 2113 3621
60 & Older 268 536 804 60 & Older 87 295 382
Total 4913 4204 9117 2615 2933 5548

    

#3b. BY GENDER   
Medi-Cal (All Programs)  Non Medi-Cal (All Programs) 
Female   Female  
Age Group Hispanic White Total Age Group Hispani

c 
White Total 

0 to 5   0 to 5  
6 to 17   6 to 17  
18 to 59   18 to 59  
60 & Older   60 & Older  
Total   Total  

    
Male   Male  
Age Group Hispanic White Total Age Group Hispani

c 
White Total 

0 to 5   0 to 5  
6 to 17   6 to 17  
18 to 59   18 to 59  
60 & Older   60 & Older  
Total   Total  

    

#4. MHD Unduplicated Consumers: Mode 15 Only  
    

#4a. OVERALL   
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Medi-Cal (Mode 15 
Only) 

 Non Medi-Cal (Mode 15 Only) 

Age Group Hispanic White Total Age Group Hispani
c 

White Total 

0 to 5 882 127 1009 0 to 5 115 12 127
6 to 17 2163 743 2906 6 to 17 811 462 1273
18 to 59 1481 2627 4108 18 to 59 1041 1390 2431
60 & Older 266 511 777 60 & Older 55 189 244
Total 4792 4008 8800 Total 2022 2053 4075

    

#4b. BY GENDER   
Medi-Cal (Mode 15 
Only) 

 Non Medi-Cal (Mode 15 Only) 

Female   Female  
 Hispanic White Total Hispani

c 
White Total 

0 to 5   0 to 5  
6 to 17   6 to 17  
18 to 59   18 to 59  
60 & Older   60 & Older  
Total   Total  

    
Male   Male  

 Hispanic White Total Hispani
c 

White Total 

0 to 5   0 to 5  
6 to 17   6 to 17  
18 to 59   18 to 59  
60 & Older   60 & Older  
Total   Total  

    

#5. Unduplicated Consumers: Primary Language Spoken  
    

#5a. Medi-Cal : ALL Programs: Hispanics and 
Whites 

 

    
HISPANIC    
Language 0 to 5 

Years 
Old 

6 to 17 
Years 
Old 

18 to 59 
Years 
Old 

60+ 
Years 
Old 

Total  

English 364 1738 1262 129 3493  
Hebrew 0 0 1 0 1  
Ilocano 0 0 1 0 1  
Italian 0 0 0 1 1  
Japanese 0 0 1 0 1  
Middle 
Eastern 

1 1 0 0 2  
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Portuguese 0 0 2 1 3  
Samoan 0 0 0 1 1  
Sign 
Language 

0 4 8 0 12  

Spanish 506 432 257 135 1330  
Tagalog 0 0 5 0 5  
Vietnamese 1 0 0 0 1  
Other 1 0 3 1 5  
Unknown 11 29 17 0 57  
Total 884 2204 1557 268 4913  

    

WHITE     
Language 0 to 5 

Years 
Old 

6 to 17 
Years 
Old 

18 to 59 
Years 
Old 

60+ 
Years 
Old 

Total  

Armenian 0 0 0 1 1  
Bosnian 0 0 35 28 63  

Croatian 0 0 0 1 1  
English 116 755 2603 386 3860  
Farsi 0 0 10 7 17  
French 0 0 1 0 1  
Hebrew 0 0 1 0 1  
Hmong 0 0 1 0 1  
Italian 0 0 1 0 1  
Japanese 0 0 0 1 1  
Mandarin 0 0 1 0 1  
Portuguese 0 0 1 2 3  
Russian 2 2 10 68 82  
Sign 
Language 

0 1 4 1 6  

Spanish 3 6 7 4 20  
Tagalog 0 0 1 0 1  
Thai 0 0 1 0 1  
Vietnamese 0 0 1 0 1  
Other 1 0 21 15 37  
Unknown 5 8 70 22 105  

Total 127 772 2769 536 4204  
    

#5b.  Medi-Cal Mode 15 Only: Hispanics and 
Whites 

  

     
HISPANIC    
Language 0 to 5 

Years 
Old 

6 to 17 
Years 
Old 

18 to 59 
Years 
Old 

60+ 
Years 
Old 

Total    
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English 362 1699 1201 128 3390  
Ilocano 0 0 1 0 1  
Italian 0 0 0 1 1  
Japanese 0 0 1 0 1  
Middle 
Eastern 

1 1 0 0 2  

Portuguese 0 0 2 1 3  
Samoan 0 0 0 1 1  
Sign 
Language 

0 4 8 0 12  

Spanish 506 430 251 134 1321  
Tagalog 0 0 5 0 5  
Vietnamese 1 0 0 0 1  
Other 1 0 3 1 5  
Unknown 11 29 9 0 49  
Total 882 2163 1481 266 4792  

    

WHITE    
Language 0 to 5 

Years 
Old 

6 to 17 
Years 
Old 

18 to 59 
Years 
Old 

60+ 
Years 
Old 

Total  

Armenian 0 0 0 1 1  
Bosnian 0 0 35 28 63  
Croatian 0 0 0 1 1  
English 116 726 2528 383 3753  
Farsi 0 0 10 6 16  
French 0 0 1 0 1  
Hebrew 0 0 1 0 1  
Hmong 0 0 1 0 1  
Italian 0 0 1 0 1  
Japanese 0 0 0 1 1  
Mandarin 0 0 1 0 1  
Portuguese 0 0 1 2 3  
Russian 2 2 9 68 81  
Sign 
Language 

0 1 4 1 6  

Spanish 3 6 7 4 20  
Tagalog 0 0 1 0 1  
Thai 0 0 1 0 1  
Other 1 0 20 15 36  
Unknown 5 8 6 1 20  
Total 127 743 2627 511 4008   

     

#5c.  Non Medi-Cal Mode 15 Only: Hispanics and Whites  
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HISPANIC      
Language 0 to 5 

Years 
Old 

6 to 17 
Years 
Old 

18 to 59 
Years 
Old 

60+ 
Years 
Old 

Total  

Amharic 0 0 1 0 1  
Chinese 0 0 0 1 1  
English 50 561 705 29 1345  
Italian 0 0 1 0 1  
Portuguese 0 0 2 0 2  
Sign 
Language 

0 0 1 0 1  

Spanish 62 248 322 24 656  
Unknown 3 2 9 1 15   
Total 115 811 1041 55 2022    

      

WHITE    
Language 0 to 5 

Years 
Old 

6 to 17 
Years 
Old 

18 to 59 
Years 
Old 

60+ 
Years 
Old 

Total  

Bosnian 0 0 3 1 4  
Chinese 0 1 0 0 1  
English 11 451 1363 176 2001  
Farsi 0 0 1 2 3  
French 0 0 0 1 1  
Hebrew 0 1 1 0 2  
Japanese 0 0 1 0 1  
Portuguese 0 0 1 0 1  
Romanian 0 0 2 0 2  
Russian 0 0 2 1 3  
Sign 
Language 

0 0 1 1 2  

Spanish 0 7 3 0 10  
Tagalog 0 0 2 0 2  
Thai 0 0 1 0 1  
Other 0 0 3 5 8   
Unknown 1 2 6 2 11   
Total 12 462 1390 189 2053   

    

Section 3.  Retention 
       

#6a.  New Admissions:  MediCAL Mode 15 ONLY  
July 1, 2008 through December 31, 2009 Data   
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HISPANIC    
 Number of Visits  

Age Group 1 2 3 4 5 to 15 >15 Total 
0-5        
6-17        
18-59        
60+        
Total        
Percent        

        

WHITE    
 Number of Visits  

Age Group 1 2 3 4 5 to 15 >15 Total 
0-5        
6-17        
18-59        
60+        
Total        
Percent        

    

#6b.  New Admissions:  Non-MediCAL   
July 1, 2007 through December 31, 2009 Data   
HISPANIC    

 Number of Visits  
Age Group 1 2 3 4 5 to 15 >15 Total 
0-5        
6-17        
18-59        
60+        
Total        
Percent        

    

WHITE    
 Number of Visits  

Age Group 1 2 3 4 5 to 15 >15 Total 
0-5        
6-17        
18-59        
60+        
Total        
Percent        

     

Section 4.  Access 
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#7.  Overall by Race and Age Group  
    

HISPANIC    
Age Group 1 2 3 4 5 to 15 >15 Total 

0 to 5        
6 to 17     
18 to 59    
60 & Older    

Total    
    

WHITE    
Age Group 1 2 3 4 5 to 15 >15 Total 

0 to 5        
6 to 17     
18 to 59    
60 & Older    
Total    

    

#8.  Overall by Primary 
Language 

 

    
HISPANIC     

 Number of Visits   
Primary 
Language 
Spoken 

1 2 3 4 5 to 15 > 15 Total 

     
     
     
    
    
    
       

Total       
    

WHITE     
 Number of Visits   

Primary 
Language 
Spoken 

1 2 3 4 5 to 15 > 15 Total 
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Total       
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APPENDIX C.2.   POPULATION DATA 
 
Strategies to Reduce Disparities within Medi-CAL Target Population 

1. Penetration rates for males are slightly better than females: 
WET ii, iii, vii & PEI Project i 

2. Hispanics and APIs have the worst access to mental health services compared to Whites and others:   
CSS iii to ix, WET ii, iii, v, & PEI Projects i to iv. 

3. The 0-5 and 60+ age groups have the lowest penetration rates: 
  CSS i-ii, PEI Projects i-ii   (For 0 to 5) 

CSS iv to ix, WET ii, iii, v, vii, PEI Projects i & iv  (For 60+) 
Strategies to Reduce Disparities within 200% of Poverty Population  

1. 35.1% of persons living in Santa Clara County who need mental health care who are not on MediCAL:   
CSS i to ix, WET ii, iii, v, vii 

2. Amongst those in need of mental health services but are not on MediCAL:  65.7% are females:   
??? 

3. 20.0% are 18 years old and older: 
CSS i, iii to ix, WET ii, iii, v, vii 

4. 59.5% of the Hispanics, 44.5% of the Native Americans, 23.2% of the APIs, and 16.1% of the Whites  
   (Proportionately way more of the African Americans in need of mental health care are on MediCAL, &  
   proportionately way     more of the 0 to 17 year olds in need of mental health care are on MediCAL.)   

CSS i, iii to ix, WET ii, iii, v, vii 
Strategies to Reduce Disparities within MHSA/CSS Target Population 

1. 0 to 5 High Risk:   
CSS i, ii, viii, ix, WET ii to v, PEI Projects i to iii 

2. Foster Care Youth:    
CSS i, iii, vii to ix, WET ii to v, PEI i to iii 

3. Juvenile Justice Youth:   
CSS iii, v, vii to ix; WET ii to v; PEI i to iii 

4. 0 to15 SMI/SED Underserved: 
CSS i, ii, vii to ix, WET ii to v, PEI Projects i to iii. 

5. 16-25 Aging Out of Youth Systems:   
CSS iii, vii to ix, WET ii to v, PEI Projects i to iii 

6. 16-25 (Transitional Age Youth) with First Break Psychosis: 
CSS iii, vii to ix, WET ii to v, PEI Projects i, iii 

7. 26-59 (Adults) in Jail, Homeless, and Dually Diagnosed SMI/Substance Abuse 
CSS iv, v, vii to ix,   WET ii to v, PEI Projects i & iv 

8. 26 to 59 (Adults) Unserved and Underserved SMI: 
CSS iv, v, vii – ix,   WET ii – v,  PEI Projects i & iv 

9. 60+ High Risk/ Isolated SMI: 
CSS vi to ix WET ii to v, PEI Projects i & iv 

10. Survivors of torture: 
CSS iv, vi, viii, ix, WET ii to v, PEI Projects i & iv 

  11. Homeless, or at-risk of homelessness & unemployment: 
CSS i, iii, v to ix, WET ii to v, PEI Projects iii & iv 

Strategies to Reduce Disparities within PEI Priority Population 
1. Underserved and Cultural Populations: 

CSS i to ix, WET ii to vii, PEI Projects i to iv 
2. Trauma Exposed Individuals 

   CSS i, iii, v to ix, WET ii to vii, PEI Projects i to iv 
3. Children and Youth in Stressed Families 

CSS i, ii, iii, vii, WET ii to vii,  PEI Projects i to iii 
4. Children and Youth at Risk for School Failure 

CSS ii, iii, vii to ix, WET ii to vii, PEI Projects i to iii 
5. Children and Youth at Risk of or Experiencing Juvenile Justice Involvement 

CSS i to iii, vii to ix, WET ii to vii, PEI Projects i to iii 
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APPENDIX D.1.   COMMUNITY PARTICIPATION 
Description of Committee Functions, Membership Requirements, and Workgroup Activities for Committees cited in 
the Organizational Chart in Criterion 4 
 
Adult Systems of Care Committee Membership 
 
The Adult Systems of Care Committee is led by a Chairperson and a Co-Chairperson.  Except for MHD staff, 
attendees may vote on a motion; if passed, it is then taken by this sub-Committee’s Chairperson to the MHB-
Executive Committee for review and vote; if passed (by majority), it is then taken by the Executive Committee to the 
full MH Board for a vote. 
 

Name Role Affiliation, if any 
Date 

Appointed 

Date of 
Term 

Expiration 
Jacqueline S. 
Guitierrez Co-Chair MHB 07/01/10 06/30/13 
Margene Chmyz Chair MHB 06/24/09 06/30/12 
Laurie Leung   AACI     
Mo Yeav   Catholic Charities     
Kitty Mason   CCSCC     
Hussain Rahim   Consumer Affairs     
Chuan Pham   Consumer Affairs / MHD     
Jennifer Jones   Consumer Affairs MHD     
Nicole Cole   Crestwood Center     
Cathryn Waters   EVP     
Manuel Urrutra   GFCC     
Aman Dhillar   Golden Living Center     
Harvinder Sijher   Golden Living Center     
Pam Campbell   Golden Living Center     
Susan Ohlhaber   Grace Community Center     
Gina Trepagnier   Hope     
Cecily Nguyen   Mekong     
Anna Krieger   MHAP     
Trisha Luciano   MHAP     
Margaret Obilor   MHUC / Call Center     
Jerry McLure   Momentum     
Dan Correa   Momentum MH     
Don Moody   PAG     
Sandra Hernandez   Uninsured Clinic     
          
David B. Mariant   MHB     
Gabby Olivarez   MHD     
Ky Le   MHD     
Llolanda Ulloa   MHD - ADM     
Joyce Abrams   MHD ADM     
Bruce Copley   MHD ADM     
Maria Fuentes   MHD Staff     
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Family, Adolescent, and Children Services Committee Membership 
 
The Family, Adolescent, and Children Services Committee is led by a Chairperson and a Co-Chairperson.  Except 
for MHD staff, attendees may vote on a motion; if passed, it is then taken by this sub-Committee’s Chairperson to 
the MHB-Executive Committee for review and vote; if passed (by majority), it is then taken by the Executive 
Committee to the full MH Board for a vote. 
 

Name Role Affiliation, if any 
Date 

Appointed 

Date of 
Term 

Expiration 
Oscar Trinh Co-Chair MHB 09/28/10 06/30/11 
Victor Ojakian Chair MHB 06/24/09 06/30/12 
Archana Kulkarni   AACI     
Angie Albright   GFCC     
Rachael Woods   GFCC     
Cecily Nguyen   Mekong     
Lori Arorson   Momentum MH     
Karty Forward   NAMI     
Rich Berryessa   NAMI     
          
Henry J. Morrilo   MHB     
Alice Cobb   MHD     
Ky Le   MHD     
Llolanda Ulloa   MHD - ADM     

 
 
Minority Advisory Committee Membership 
 
“Santa Clara County Mental Health Board Minority Advisory Committee advocates for the service needs of the 
diverse community groups by engaging the communities in sharing their concerns, needs and goals to be 
considered by the Mental Health Board.” 
 
The Minority Advisory Committee is led by a Chairperson and a Co-Chairperson.  Except for MHD staff, attendees 
may vote on a motion; if passed, it is then taken by this sub-Committee’s Chairperson to the MHB-Executive 
Committee for review and vote; if passed (by majority), it is then taken by the Executive Committee to the full MH 
Board for a vote. 
 

Name Role Affiliation, if any 
Date 

Appointed 

Date of 
Term 

Expiration 
Henry J. Morrilo Co-Chair MHB 06/24/09 06/30/12 
Tito A. Cortez Chair MHB 03/24/09 06/30/11 
Laurie Leung   AACI     
Richard Koncer   ALA     
Tom Hardy   Consumer Affairs     
Lorraine Zeller   Consumer Affairs     
Hussain Rahim   Consumer Affairs     
Dave Speicher   Consumer Affairs     
Chuan Pham   Consumer Affairs / MHD     
Tirus Ashford   CWBC     
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Thu Hien Nguyen   ECCAC     
Melody Hines   ECCAC     
Leticia Avila   ECCAC     
Somert Haile   ECCAC - Ethiopian     
Fredes G. Limos   ECCAC - Filipino     

Penny Aguila   
ECCAC - Filipino / American Legion Post 
858     

Genaro Lugardo   ECCAC / NAMI - Latino     
Mohammed Ali   ECCAC African Am (Somali)     
Aileen Lam   ECCAC Chinese     
Amparo Munoz   ECCAC Latino / NAMI     
Juan Perez   ECCAC Latino / NAMI     

Luisa Perez   
ECCAC Latino / participant / community 
adv.     

Karita M. Hummer   FACT - CMH     
Yeon Lee   GFCC     
Quyen Vuong   ICAN     
Dan Correa   Momentum MH     
Archie Moore   NAACP     
Wayne Mrelhe   participant     
Nancy Frullero   participant     
Chris Thipphavong   participant     
          
David B. Mariant   MHB     
Ky Le   MHD     
A. H. Deeds   MHD     
Llolanda Ulloa   MHD - ADM     
Kim Hing   MHD - ADM     
Deane Wiley   MHD - ADM     
MariaEva Pangilinan   MHD - DS     
Bruce Copley   MHD ADM     
Maria Fuentes   MHD Staff     

 
 
Older Adult Committee Membership 
 
MISSION STATEMENT 

• To foster an increased awareness regarding mental health needs of older adults residing in Santa Clara 
County 

• To advocate for comprehensive, integrated accessible, culturally competent, and innovative services for 
older adults 

• To encourage, foster and support staff development regarding evidence-based practices and methods for 
geriatric mental health. 

 
VISION STATEMENT 
The Older Adult committee’s Vision for a system of mental health for older adults is: 

• A thriving older adult division of the Mental Health Department, that delivers services from a foundation of 
evidence based practices throughout the entire system of mental health care. 

• A system in which the professionals delivering services experience their work as stimulating, rewarding and 
creative. 
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• A system where older adults have access to culturally competent, effective and comprehensive treatment 
and service, where interventions are community oriented and occur at the earliest point of need. 

 

Name Role Affiliation, if any 
Date 

Appointed 

Date of 
Term 

Expiration 
Henry J. Morrilo Co-Chair   06/24/09 06/30/12 
Wesley K. Mukoyama Chair   08/26/08 06/30/11 
Mikelle Le   24 HR Care     
Thess Tran   24 HR Care     
Laurie Levy   AACI     
Tom Kemitz   Catholic Charities     
Rowena Alvarez   Community Member     
Hussain Rahim   Consumer Affairs     
John Hardy   Consumer Affairs     
Lorraine Zeller   Consumer Affairs     
Chuan Pham   Consumer Affairs / MHD     
Angelica Causor   GFCC     
Larry Blitz   HFS Consultants     
Margaret Obilor   MHUC / Call Center     
Jill Kuendig   Momentum MH     
David Sisson   Older Adult Peer Mentor     
Arlette Frusella   SVILC     
Dustin White   SVILC     
Mark Romasen   SVILC     
Sarah Triano   SVILC     
Todd Taxera   SVILC     
Emi Nagai   Yu Ai Kai     
Richard Alvarez         
          
David B. Mariant   MHB     
Tito A. Cortez   MHB     
Llolanda Ulloa   MHD - ADM     
Maria Solis   MHD / Yu Ai Kai / Sr. Center     
Maria Fuentes   MHD Staff     

 
 
System Planning and Fiscal Committee Membership 
 
 “The mission of the System Planning and Fiscal Committee is to review, inform, and make 
recommendations to the Mental Health Board and the Mental Health Department regarding the legal, 
fiscal, service delivery and accountability structures of the public mental health system for the purpose of 
supporting the highest quality of public mental health care to Santa Clara County service recipients.  This 
is accomplished through planned public study sessions and presentations, in coordination and 
collaboration with the Executive Committee and other committees of the Mental Health Board.  The 
objective is a transparent and community informed process that leads to effective and efficient service 
delivery.” 
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Name Role Affiliation, if any 
Date 

Appointed 

Date of 
Term 

Expiration 
Larry Blitz Co-Chair MHB 09/14/10 06/30/13 
Clinton Brownley Chair MHB 07/01/10 06/30/13 
Erin Obrien   Community Solutions / AMHCA     
Hussain Rahim   Consumer Affairs     
John Hardy   Consumer Affairs     
Chuan Pham   Consumer Affairs / MHD     
D. Wolfe   EMQ Families First     
L. V.   EMQ Families First     
Howard Lagoze   FCS     
M. R.   GFCC     
Manuel Yaniz   GFCC     
Miguel Valencia   GFCC     
Martha Paine   HHS Finance     
Matt Osment   Inn Vision (the Way Home)     
P. Taylor   Momentum MH     
Lunde Hash   RCS     
Mary Kaye Gerski   RCS     
          
Nancy Pena   MH ADM   
Sheila Yuter   MH Adm     
David B. Mariant   MHB     
Jacqueline S. 
Guitierrez   MHB     
Hilbert Morales   MHB     
David Guerrero   MHD     
Pat Dwyer   MHD     
Llolanda Ulloa   MHD - ADM     
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APPENDIX E.1.   CULTURAL COMPETENCY TRAINING PLAN FOR FY 2011-2013 

Training Event Training Description 
Training 
Length & 

Frequency

Training by Job 
Title 

Training 
Presenter 

# of 
Attendees 

Training 
Date 

Core Trainings 

Cultural 
Competence 

Core 
Foundation 

Overview of Cultural 
Competency issues 
in providing quality 

MH services 

6 Hours of 
Training   

4 Full 
Days   

All MH Staff and 
Contractors 

Dr. 
Matthew 

Mock 
300 Offered 

Quarterly

Cultural 
Complexities in 

Diagnosis, 
Assessment & 
Engagement 

This training will 
provide tools to 

integrate cultural 
competence into 

assessment, 
diagnosis and 

treatment.  
Participants will 
learn the core 

components of the 
Cultural Formulation 
and learn to apply 

them. 

6 Hours of 
Training   

4 Full 
Days   

All Clinical Staff; 
Supervisors, 

Managers, Leads 

Dr. 
Matthew 

Mock 
240 Offered 

Quarterly

Cultural 
Competence 
Training of Bi-
lingual Staff, 
Interpreters & 
Translators 

This workshop will 
provide an update of 

current issues in 
public MH and ways 

bilingual staff, 
interpreters & 
translators will 
remain vital in 

service systems.  
Participants will 
learn the MHSA 
principles and 
increase their 

knowledge of mental 
illness in different 

cultures & improve 
their use of CLAS 

standards in 
providing 

interpretation and 
translation services. 

3 Hours of 
Training  4 
Half Days 
or 2 Full 

Days  

Bilingual Staff, 
Interpreters, & 

Translators 

Dr. 
Matthew 

Mock 
150 

Offered    
Bi-

Annually 

 
 
 
 
 
 

24 of 72 



California Department of Mental Health Cultural Competence Plan Requirements 

 
 
APPENDIX E.1   

Training Event Training Description 
Training 
Length & 

Frequency

Training by Job 
Title 

Training 
Presenter 

# of 
Attendees 

Training 
Date 

Advanced Core Trainings 

Advanced 
Cultural 

Competence & 
MHSA Core 

Trainings 

Attendees of this 
training are required 

to take Cultural 
Competence Core 

Foundation Training 
prior to taking this 
course.  This class 
will build on and go 

deeper into the 
issues related to 

Cultural 
Competency issues. 

6 Hours of 
Training   

4 Full 
Days   

Clinical Staff; 
Supervisors, 

Managers, Leads 

Dr. 
Matthew 

Mock 
1800 Offered 

Quarterly

Advanced 
Cultural 

Complexities in 
Diagnosis, 

Assessment, 
Engagement & 

Treatment 
Planning 
Utilizing 

Electronic 
Forms 

Attendees of this 
training are required 

to take Cultural 
Complexities in 

Diagnosis, 
Assessment & 

Engagement training 
prior to taking this 

class.   

6 Hours of 
Training   

4 Full 
Days   

Clinical Staff; 
Supervisors, 

Managers, Leads 

Dr. 
Matthew 

Mock 
990 Offered 

Quarterly

Practitioner 
Utilization of 

Bi-lingual Staff 
& Interpreters 
as Treatment 

Team 
Members 

Attendees of this 
training are required 

to take Cultural 
Competence 

Training of Bilingual 
Staff, Interpreters, 
and Translators 
training prior to 

taking this class.   

3 Hours of 
Training  4 
Half Days 
or 2 Full 

Days  

Bilingual Staff, 
Interpreters, & 

Translators 

Dr. 
Matthew 

Mock 
240 

Offered   
Bi-

Annually 
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APPENDIX E.1:   

Training Event Training Description 
Training 
Length & 

Frequency

Training by Job 
Title 

Training 
Presenter 

# of 
Attendees 

Training 
Date 

Population Specific Core Trainings 

Asian 
American & 

Pacific Islander 

This training will 
address 

psychological, 
sociocultural and 

personal 
perspectives critical 
to clinical work with 
Asian American & 

Pacific Islander 
populations. 

6 Hours of 
Training   

1 Full Day 

All Clinical Staff; 
Supervisors, 

Managers, Leads 

Dr. 
Matthew 

Mock 
180 Offered 

Annually 

 New 
Immigrants & 

Refugees 

This training will 
address the 

necessities of 
multicultural 

competence and 
techniques for 

working effectively 
with New Immigrants 

and Refugees 

6 Hours of 
Training    

1 Full day 

All Clinical Staff; 
Supervisors, 

Managers, Leads 

Dr. 
Matthew 

Mock 
180 Offered 

Annually 

 Elders/Older 
Adults 

Training and 
consultation 

involving working 
effectively with 

cultural aspects of 
Older Adult 
populations. 

3 Hours of 
Training  
12 Half 

Days or 6 
Full Days 

All Clinical Staff; 
Supervisors, 

Managers, Leads 

Dr. 
Matthew 

Mock 
180 

Offered    
Bi-

Monthly 

  Hispanic 
Populations 

This training will 
address specific 

aspects of clinically 
working with Latino 
families and youth. 

6 Hours of 
Training   

1 Full Day 

All Clinical Staff; 
Supervisors, 

Managers, Leads 
TBD 180 Offered 

Annually 

Native 
American 
Population 

Traditional and 
culturally based 

healing practices for 
Native Americans 
will be discussed 

along with the issues 
of community 

diversity. 

6 Hours of 
Training   

1 Full Day 

All Clinical Staff; 
Supervisors, 

Managers, Leads 
TBD 180 Offered 

Annually 

African 
American  
Population 

This training will 
focus on Americans 
of African descent 

and address 
importance of 

psychopolitical and 
historical issues in 

clinical setting. 

6 Hours of 
Training   

1 Full Day 

All Clinical Staff; 
Supervisors, 

Managers, Leads 
TBD 180 Offered 

Annually 
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APPENDIX E.1:   

Training Event Training Description 
Training 
Length & 

Frequency

Training by Job 
Title 

Training 
Presenter 

# of 
Attendees 

Training 
Date 

Population Specific Core Trainings…Continued 

Client Culture 

To ensure that 
accurate and 

appropriate clinical 
decisions are made 

relative to the 
consumers' 

concerns and that 
appropriate 

treatment and 
referral decisions 

are made, this 
training will focus on 

client's personal 
experiences with MH 

system along with 
issues such as 

stigma, medication, 
hospitalization, etc.  

3 Hours of 
Training   
8 Half 

Days or 4 
Full Days 

All MH Staff and 
Contractors TBD 1500 Offered 

Quarterly

Multicultural 
Identities and 

Bi-racial 
Children 

As our society 
becomes more 

diverse and 
multicultural, so do 
relationships and 

children.  This 
training will address 
issues of differences 

and difficulties 
interracial couples 

and multiracial 
children must 

overcome amongst 
themselves with 
their families and 

society. 

6 Hours of 
Training   

1 Full Day 

All Clinical Staff; 
Supervisors, 

Managers, Leads 
TBD 180 Offered 

Annually 

 LGBTQQI 
(general) 

This session is a 
basic introduction to 

the lesbian, gay, 
bisexual and 

transgender (LGBT) 
community and its 

diversity, and to the 
issues, challenges 
and opportunities 

that are associated 
with providing 

services to LGBT 
clients. 

6 Hours of 
Training   

1 Full Day 

All Clinical Staff; 
Supervisors, 

Managers, Leads 
Tri-star 180 Offered 

Annually 
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APPENDIX E.1:   

Training Event Training Description 
Training 
Length & 

Frequency

Training by Job 
Title 

Training 
Presenter 

# of 
Attendees 

Training 
Date 

Population Specific Core Trainings…Continued 

LGBTQQI 
(youth) 

This training will 
address issues 
LGBTQQI youth 

face and how best to 
work with this 

population 

3 Hours of 
Training   

1 Half Day 

All Clinical Staff; 
Supervisors, 

Managers, Leads 

Billie 
DeFrank 
Center 

180 Offered 
Annually 

SES-Bridges 
Out of Poverty 

This workshop will 
address issues in 

working with 
individuals from 
poverty. Topics 

include increasing 
awareness of the 

differences in 
economic cultures, 

how those 
differences affect 
opportunities for 

success, developing 
an action plan to 

improve services to 
clients and 

improving retention 
rates for new hires 

from poverty.  

6 Hours of 
Training   

1 Full Day 

All Clinical Staff; 
Supervisors, 

Managers, Leads 
TBD 300 Offered 

Annually 

Disability 
Awareness 

This workshop will 
assist the 

professionals in 
identifying and 

removing physical, 
attitudinal and 
programmatic 

barriers that impede 
or prevent persons 

with disabilities from 
obtaining treatment 
and other services. 

6 Hours of 
Training   

1 Full Day 

All Clinical Staff; 
Supervisors, 

Managers, Leads 
TBD 180 Offered 

Annually 
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APPENDIX E.1:   

Training Event Training Description 
Training 
Length & 

Frequency

Training by Job 
Title 

Training 
Presenter 

# of 
Attendees 

Training 
Date 

Workshops on Specific Topic Areas 

Wellness, 
Recovery, 
Resilience 

This training will 
promote and 

encourage the 
integration of 
Wellness and 

Recovery methods 
and the value of 
providing peer 

support and the use 
of staff with "lived 
experience" via a 

continuous learning 
model. 

6 Hours of 
Training   

1 Full Day 

All MH Staff and 
Contractors 

Dr. 
Matthew 

Mock 
180 Offered 

Annually 

Effective 
Partnerships 
with Cultural 
Communities 

This training will 
address the 

importance and 
necessities of 
working with 

culturally diverse 
organizations and 

communities.  
Practical steps on 

how to build 
relationship and 

partner with 
culturally diverse 

communities will be 
discussed. 

6 Hours of 
Training   

1 Full Day 

All Clinical Staff; 
Supervisors, 

Managers, Leads 

Dr. 
Matthew 

Mock 
180 Offered 

Annually 

Culturally 
Competent 
Systems of 

Care 

This training will 
address the issues 

related to the 
mandate of diversity 
in community mental 
health settings, the 

challenge of 
Managed Care, 

designing a 
culturally relevant 

treatment services, 
training and 
supervision.  

6 Hours of 
Training   

1 Full Day 

All Clinical Staff; 
Supervisors, 

Managers, Leads 

Dr. 
Matthew 

Mock 
180 Offered 

Annually 
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APPENDIX E.2.   COUNTY CULTURAL COMPETENCY TRAINING EVALUATION FORM 
 

Cultural Competence Core Foundation Training 
 

Session ___ 2010 
 

Date: ________________ 
 

Pre-Training Evaluation 
 

Cultural competence is a developmental process, one that is ongoing and enduring.  In order to best 
appreciate and understand where you are along the continuum, we would like you to respond to the items 
below.  Please note that responses are confidential and will remain anonymous.  The results will be used 
for reports, current training or future planning.  We thank you in advance for your candid responses. 
 
Demographic Background 
 
1)  Identifier (3 first letters of first name, 3 last letters of last name): __ __ __ - __ __ __ 
 
2)  Ethnicity: ________________________ Age: _____ Sex: Female___   Male___ 
 
3)  Discipline:  (circle one) MD   PhD/   LCSW   LMFT   RN    Intern/      Other: ______ 
                                PsyD                 Practicum 
 
4) Service: Mental Health_____   Hospital_____   Forensic_____   Contractor_____ 
 
                  Administration_____   Support Staff_____   Other: ___________________ 
                   (Please fill in above)  
5) Years in the Field Since Highest Degree: _____ 
 
6) Years of Service in Santa Clara County: _____ 
 
7) Current Employment: County Mental Health_____   Contractor_____  Other _____ 
 
8) Program Service (PS) and Type  (T) (ex. Adult Outpatient, Inpatient Hospital, Children Outpatient, 
Juvenile Justice, Ethnic Focus Contractor, Crisis, School-Based Services, Dual Diagnoses, Adult or Child 
Residential Treatment, etc.): 
 
(PS)_______________   _______________    (T) _______________   _______________ 

 
Additional Description: ____________________________________ 
 
9) How many total cultural competence trainings have you attended in the past? _____ 
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APPENDIX E.2 
 
In terms of your and your program’s cultural competence training and abilities… 
 
Cultural Competence Self and Program Ratings 
 
10)  How would you rate your knowledge of cultural competence directly applied in your   position/work 

with others? 
 

1                       2                         3                         4                       5 
          Low                                      Medium                                    High 
 
11) How would you rate your awareness and sensitivity in interacting with others in a       culturally 

competent manner? 
 

1                       2                         3                         4                       5 
          Low                                      Medium                                    High  
 
12)  How would you rate your skills and abilities in relation to culturally competent service delivery? 
 

1                       2                         3                         4                       5 
          Low                                      Medium                                    High 
 
13)  How would you rate your own daily commitment to providing culturally competent services? 
 

1                       2                         3                         4                       5 
          Low                                      Medium                                    High 
 
14)  How would you rate your program’s delivery of culturally competent services? 
 

1                       2                         3                         4                       5 
          Low                                      Medium                                    High  
 
15)  How would you rate your program’s overall commitment to providing culturally competent services? 
 

1                       2                         3                         4                       5 
          Low                                      Medium                                    High 
 
16)  What short statement might you make regarding cultural competence in your work? 
 
 
 
Thank you for your responses!       (Please submit before the training begins) 
(MRM V-FIN PRE 2010)    
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APPENDIX E.2 
 

Cultural Competence Core Foundation Training 
 

Session ___ 2010 
Date: _________________ 

 
Post-Training Evaluation 

 
Now that you have completed the first Cultural Competence Core Foundation Training, we would like 
you to respond to the following questions:  

 
Demographic Information 
 
1)  Identifier (3 first letters of first name, 3 last letters of last name): __ __ __ - __ __ __ 
 
Cultural Competence Self-Rating Post-Training 
 

1) How would you now rate your knowledge of cultural competence directly applied in your 
position/work with others? 

 
1                       2                         3                         4                       5 

          Low                                      Medium                                    High 
 

2) How would you now rate your awareness and sensitivity in interacting with others in a culturally 
competent manner? 

 
1                       2                         3                         4                       5 

          Low                                      Medium                                    High 
 

3) How would you now rate your skills and abilities in relation to culturally competent service 
delivery? 

 
1                       2                         3                         4                       5 

          Low                                      Medium                                    High 
 

4)  How would you now rate your own daily commitment to providing culturally    competent 
services? 

 
1                       2                         3                         4                       5 

          Low                                      Medium                                    High 
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Evaluation of the Training 
 
Please use the following rating scale in providing a response to the statements below: 
 
1=Not applicable   2=Unsatisfactory   3=Fair/Average   4=Good   5=Excellent 
 

1) CULTURAL COMPETENCE CONTENT 
 

a) The information presented met or exceeded my expectations. 
1                       2                         3                         4                       5 
(continued on reverse side)       ⇒⇒⇒ 

Please use the following rating scale in providing a response to the statements below: 
 
1=Not applicable   2=Unsatisfactory   3=Fair/Average   4=Good   5=Excellent 

 
b) The information was presented clearly in an understandable way. 
 
1                       2                         3                         4                       5 
 
c) The information was relevant. 
 
1                       2                         3                         4                       5 
 
d) The information presented provided a broad overview 
 
1                       2                         3                         4                       5 
 

2) CULTURAL COMPETENCE QUALITY 
 

a) The written materials were helpful. 
 

1                       2                         3                         4                       5 
 

b) The presenter had a thorough knowledge of the subject matter. 
 

1                       2                         3                         4                       5 
 
c) The presenter had an ability to relate the subject matter in a meaningful way. 

 
1                       2                         3                         4                       5 
 
d)  The presenter answered questions clearly and concisely. 

 
1                       2                         3                         4                       5 
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3) CULTURAL COMPETENCE VALUE 
 

a) The training increased my understanding. 
 

1                       2                         3                         4                       5 
 
b) The training provided insights that are relevant to my work. 

 
1                       2                         3                         4                       5 
 
c) I will be able to apply what I learned directly at work. 

 
1                       2                         3                         4                       5 
 

4) OVERALL RATING OF THIS CULTURAL COMPETENCE TRAINING: 
 

1                       2                         3                         4                       5 
 
 

1)  Identifier (3 first letters of first name, 3 last letters of last name): __ __ __ - __ __ __ 
 
PLEASE PROVIDE BRIEF COMMENTS TO THE FOLLOWING QUESTIONS: 
 
What feedback do you have regarding… 
1) …the overall cultural competence course curriculum provided in this training and the impact on your 

future work? 
 
 
2) …the use of narratives including “story telling” and “story listening” as a process for learning used in 

this training? 
 
 
 
3) What additional trainings, workshops, conferences, processes, etc. would you like to see regarding 

diversity, multiculturalism and cultural competence? 
 
 
 
4) What additional reflections, comments, recommendations, etc. do you have in terms of supporting 

professionals to become more culturally aware, sensitive, skillful and knowledgeable in moving 
towards cultural competence? 

 
 
 
Thank you for your responses!        (MRM V-FIN POST 2010) 
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Cultural Complexities in Assessment, Diagnosis and Engagement Training 

 
Session __ 2010 

 
Date: _________ 

 
Pre-Training Evaluation 

 
Cultural competence, including acknowledging cultural complexities in assessment, diagnosis and clinical 
engagement is a developmental process, one that is ongoing and enduring.  In order to best appreciate and 
understand where you are along the continuum, we would like you to respond to the items below.  Please 
note that responses are confidential and will remain anonymous.  The results will be used for reports, 
current training or future planning.  We thank you in advance for your candid responses. 
 
Demographic Background 
 
1)  Identifier (3 first letters of first name, 3 last letters of last name): __ __ __ - __ __ __ 
 
2)  Ethnicity: ________________________ Age: _____ Sex: Female___  Male___ 
 
3)  Discipline:  (circle one) MD   PhD/   LCSW   LMFT   RN   Intern/   Other: _____ 
                                PsyD                Practicum 
 
4) Service: Mental Health_____  Hospital_____  Forensic_____  Contractor_____ 
 
                  Administration_____  Support Staff_____  Other:___________________ 
                   (please fill in above)  
5) Years in the Field Since Highest Degree: _____ 
 
6) Years of Service in Santa Clara County: _____ 
 
7) Current Employment: County Mental Health_____  Contractor_____  Other _____ 
 
8) Program Service (PS) and Type  (T) (ex. Adult Outpatient, Inpatient Hospital, Children Outpatient, 
Juvenile Justice, Ethnic Focus Contractor, Crisis, School-Based Services, Dual Diagnoses, Adult or Child 
Residential Treatment, etc.): 
 
(PS)_______________   _______________    (T) _______________   _______________ 

 
Additional Description: ____________________________________ 
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In terms of your and your program’s addressing cultural complexities in assessment, diagnosis and 
clinical engagement: 

Self and Program Ratings 
9)  How would you rate your knowledge of providing a structured culturally competent clinical 

assessment such as the Cultural Formulation (DSM-IV TR)? 
 

1                       2                         3                         4                       5 
          Low                                      Medium                                    High 
 
10) How would you rate your awareness and sensitivity in providing culturally considered clinical 

diagnosis including culturally different presentation of symptoms or problems and attributions of 
mental health problem presentations as referenced in the Cultural Formulation DSM-IV TR or by 
other means? 

 
1                       2                         3                         4                       5 

          Low                                      Medium                                    High 
 
11) How would you rate your skills and abilities in relation to utilizing information gained through 

processes such as the Cultural Formulation (DSM-IV TR) to inform your clinical process of 
engagement and treatment? 

 
1                       2                         3                         4                       5 

          Low                                      Medium                                    High 
 
12) How would you rate your use of cultural information that you derive upon initial assessment 

throughout the treatment process (ex. ongoing references in clinical notes; including culture in 
clinical consultation or periodic reviews, updates etc.)? 

 
1                       2                         3                         4                       5 

          Low                                      Medium                                    High 
 
13) How would you rate your program’s structural inclusion of culture in providing clinical services as 

indicated by specific sections on assessment forms, charting protocols, embedding culture in 
clinical discussions/conferences, supervision, etc? 

 
1                       2                         3                         4                       5 

          Low                                      Medium                                    High  
 

14) How would you rate your program’s overall, ongoing commitment to including cultural 
considerations in assessment, diagnosis, engagement and treatment as indicated by trainings, 
overall program discussions, quality review meetings, etc.? 

 
1                       2                         3                         4                       5 

          Low                                      Medium                                    High 
 

15) What short statement might you make regarding acknowledging cultural complexities in assessment, 
diagnosis and clinical engagement in your work? 

Thank you for your responses!       (Please submit before the training begins) 
(MRM V-1 2010)    
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Cultural Complexities in Assessment, Diagnosis and Engagement Training 
 

Session ___ 2010 
Date: _________________ 

 
Post-Training Evaluation 

Now that you have completed the cultural complexities in assessment, diagnosis and clinical engagement 
training, we would like you to respond to the following questions:  

 
Demographic Information 
 
1)  Identifier (3 first letters of first name, 3 last letters of last name): __ __ __ - __ __ __ 
 
Cultural Competence Self-Rating Post-Training 
 
     1) How would you now rate your knowledge of assessment, diagnosis and clinical engagement 
training utilizing the Cultural Formulation DSMIV-TR? 
 

1                       2                         3                         4                       5 
          Low                                      Medium                                    High 
 

2) How would you now rate your awareness and sensitivity in better understanding the role and 
relevance of culture through a structural process such as the Cultural Formulation DSMIV-TR? 

 
1                       2                         3                         4                       5 

          Low                                      Medium                                    High 
 

3)  How would you now rate your skills and abilities in relation to directly applying the Cultural 
Formulation DSMIV-TR in acknowledging cultural complexities in assessment, diagnosis and clinical 
engagement? 

 
1                       2                         3                         4                       5 

          Low                                      Medium                                    High 
 

4)  How would you now rate your own daily commitment to providing culturally    competent 
services? 

 
1                       2                         3                         4                       5 

          Low                                      Medium                                    High 
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Evaluation of the Training 
Please use the following rating scale in providing a response to the statements below: 
 
1=Not applicable   2=Unsatisfactory   3=Fair/Average   4=Good   5=Excellent 
 
     1) CULTURAL COMPETENCE CONTENT 
 

a) The information presented met or exceeded my expectations. 
 
1                       2                         3                         4                       5 

          Low                                      Medium                                    High 
Please use the following rating scale in providing a response to the statements below: 
 
1=Not applicable   2=Unsatisfactory   3=Fair/Average   4=Good   5=Excellent 

 
b) The information was presented clearly in an understandable way. 
 
1                       2                         3                         4                       5 
 
c) The information was relevant. 
 
1                       2                         3                         4                       5 
 
d) The information presented provided a broad overview of the topic. 
 
1                       2                         3                         4                       5 
 

2) CULTURAL COMPETENCE QUALITY 
 

a) The written materials were helpful. 
 

1                       2                         3                         4                       5 
 

b) The presenter had a thorough knowledge of the subject matter. 
 
1                       2                         3                         4                       5 
 
c) The presenter had an ability to relate the subject matter in a meaningful way. 

 
1                       2                         3                         4                       5 
 
d)  The presenter answered questions clearly and concisely. 

 
1                       2                         3                         4                       5 
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3) CULTURAL COMPETENCE VALUE 
 

d) The training increased my understanding. 
 

1                       2                         3                         4                       5 
 
e) The training provided insights that are relevant to my work. 

 
1                       2                         3                         4                       5 
 
f) I will be able to apply what I learned directly at work. 

 
1                       2                         3                         4                       5 
 

4)  OVERALL RATING OF THIS CULTURAL COMPETENCE TRAINING: 
 

1                       2                         3                         4                       5 
 
 

1)  Identifier (3 first letters of first name, 3 last letters of last name): __ __ __ - __ __ __ 
 
PLEASE PROVIDE BRIEF COMMENTS TO THE FOLLOWING QUESTIONS: 
 
What feedback do you have regarding… 
1)  … the overall presentation of acknowledging culture in assessment, diagnosis and clinical engagement 
and specifically utilizing the Cultural Formulation DSM-IV TR? 
 
2)… the overall presentation of acknowledging culture in assessment, diagnosis and clinical engagement 
and specifically utilizing the Cultural Formulation DSM-IV TR and the impact on your future work? 
 
3) …the use of experiential processes and narrative examples as processes for teaching and learning used 
in this training? 
 
4) What additional trainings, workshops, conferences, processes, etc. would you like to see regarding 
addressing cultural complexities in assessment, diagnosis, clinical engagement and service delivery? 
 
5) What additional reflections, comments, recommendations, etc. do you have in terms of supporting your 
program and system to become more culturally competent in assessment, diagnosis, clinical engagement 
and service delivery? 
 
 
 
Thank you for your responses!        (MRM V-FIN POST 2010)                                                                   
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Culturally Competent Skills of Bilingual Staff and Interpreters 
 

Session ___ 2010 
 

Date: ________________ 
 

Pre-Training Evaluation 
 

Cultural competence is a developmental process, one that is ongoing and enduring.  In order to best 
appreciate and understand where you are along the continuum, we would like you to respond to the items 
below.  Please note that responses are confidential and will remain anonymous.  The results will be used 
for reports, current training or future planning.  We thank you in advance for your candid responses. 
 
Demographic Background 
 
1)  Identifier (3 first letters of first name, 3 last letters of last name): __ __ __ - __ __ __ 
 
2)  Ethnicity: ________________________ Age: _____ Sex: Female___   Male___ 
 
3)  Discipline:  (circle one) MD   PhD/   LCSW   LMFT   RN    Intern/      Other: ______ 
                                PsyD                 Practicum 
 
4) Service: Mental Health_____   Hospital_____   Forensic_____   Contractor_____ 
 
                  Administration_____   Support Staff_____   Other: ___________________ 
                   (Please fill in above)  
5) Years in the Field Since Highest Degree: _____ 
 
6) Years of Service in Santa Clara County: _____ 
 
7) Current Employment: County Mental Health_____   Contractor_____  Other _____ 
 
8) Program Service (PS) and Type  (T) (ex. Adult Outpatient, Inpatient Hospital, Children Outpatient, 
Juvenile Justice, Ethnic Focus Contractor, Crisis, School-Based Services, Dual Diagnoses, Adult or Child 
Residential Treatment, etc.): 
 
(PS)_______________   _______________    (T) _______________   _______________ 

 
Additional Description: ____________________________________ 
 
9) How many total cultural competence trainings relating to interpreting and translation services have you 

attended in the past? _____ 
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In terms of your and your program’s cultural competence training and abilities in relation to 

interpreting or translating services… 
Cultural Competence Self and Program Ratings 
 
10)  How would you rate your knowledge of cultural competence directly applied in your   position/work 

with others providing interpreting or translating services? 
 

1                       2                         3                         4                       5 
          Low                                      Medium                                    High 
 
11) How would you rate your awareness and sensitivity in interacting with others in a       culturally 

competent manner in providing interpreting or translating services? 
 

1                       2                         3                         4                       5 
          Low                                      Medium                                    High  
 
12)  How would you rate your skills and abilities in relation to culturally competent service delivery in 

relation to interpreting or translating services? 
 

1                       2                         3                         4                       5 
          Low                                      Medium                                    High 
 
13)  How would you rate your own daily commitment to providing culturally competent services in 

relation to interpreting or translating services? 
 

1                       2                         3                         4                       5 
          Low                                      Medium                                    High 
 
14)  How would you rate your program’s delivery of culturally competent services in relation to 
interpreting or translating services? 
 

1                       2                         3                         4                       5 
 
15)  How would you rate your program’s overall commitment to providing culturally competent services 

in relation to interpreting or translating services? 
 

1                       2                         3                         4                       5 
          Low                                      Medium                                    High 
 
16)  What short statement might you make regarding cultural competence in your work in providing 
interpreting and translating services? 
 
 
Thank you for your responses!       (Please submit before the training begins) 
(MRM V-FIN PRE 2010)    
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Culturally Competent Skills of Bilingual Staff and Interpreters Workshop 
Session ___ 2010 

Date: _________________ 
 

Post-Training Evaluation 
 

Now that you have completed the Culturally Competent Skills of Bilingual Staff and Interpreters, we 
would like you to respond to the following questions:  

 
Demographic Information 
1)  Identifier (3 first letters of first name, 3 last letters of last name): __ __ __ - __ __ __ 
 
Cultural Competence Self-Rating Post-Training 

4) How would you now rate your knowledge of cultural competence directly applied in your 
position/work with others in interpreting or translating? 

 
1                       2                         3                         4                       5 

          Low                                      Medium                                    High 
 

5) How would you now rate your awareness and sensitivity in interacting with others in a culturally 
competent manner when providing interpreting or translating services? 

 
1                       2                         3                         4                       5 

          Low                                      Medium                                    High 
 

6) How would you now rate your skills and abilities in relation to culturally competent service 
delivery in relation to interpreting or translating services? 
 
1                       2                         3                         4                       5 

          Low                                      Medium                                    High 
 

4)  How would you now rate your own daily commitment to providing culturally    competent services 
in relation to  interpreting or translating services? 

 
1                       2                         3                         4                       5 

 
7) The services that you provide are (check all that apply): 

_____ Interpretation      _____ Translation       _____ Support Services   _____ Direct 
Services  _____ Other Services:________________ 
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Evaluation of the Training 
Please use the following rating scale in providing a response to the statements below: 
 
1=Not applicable   2=Unsatisfactory   3=Fair/Average   4=Good   5=Excellent 
 

5) CULTURAL COMPETENCE CONTENT FOR BILINGUAL STAFF 
a) The information presented met or exceeded my expectations. 
 
1                       2                         3                         4                       5 
 

Please use the following rating scale in providing a response to the statements below: 
 
1=Not applicable   2=Unsatisfactory   3=Fair/Average   4=Good   5=Excellent 

 
b) The information was presented clearly in an understandable way. 
 
1                       2                         3                         4                       5 
 
c) The information was relevant. 
 
1                       2                         3                         4                       5 
 
d) The information presented provided a broad overview 
 
1                       2                         3                         4                       5 
 

6) CULTURAL COMPETENCE QUALITY 
 

a) The written materials were helpful. 
 

1                       2                         3                         4                       5 
 

b) The presenter had a thorough knowledge of the subject matter. 
 

1                       2                         3                         4                       5 
 
c) The presenter had an ability to relate the subject matter in a meaningful way. 

 
1                       2                         3                         4                       5 
 
d)  The presenter answered questions clearly and concisely. 

 
1                       2                         3                         4                       5 
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7) CULTURAL COMPETENCE VALUE 
 

a) The training increased my understanding. 
 

1                       2                         3                         4                       5 
 
b) The training provided insights that are relevant to my work. 

 
1                       2                         3                         4                       5 
 
c) I will be able to apply what I learned directly at work. 

 
1                       2                         3                         4                       5 
 

8) OVERALL RATING OF THIS CULTURAL COMPETENCE TRAINING: 
 

1                       2                         3                         4                       5 
 
 

1)  Identifier (3 first letters of first name, 3 last letters of last name): __ __ __ - __ __ __ 
 
PLEASE PROVIDE BRIEF COMMENTS TO THE FOLLOWING QUESTIONS: 
 
What feedback do you have regarding… 
 

1) …the overall cultural competence course curriculum provided in this workshop and the 
impact on your future work? 

 
2) …the use of narratives including “story telling” and “story listening” as a process for 

learning used in this training? 
 

 
3) What additional trainings, workshops, conferences, processes, etc. would you like to 

see regarding diversity, multiculturalism and cultural competence? 
 
4) What additional reflections, comments, recommendations, etc. do you have in terms of 

supporting professionals to become more culturally aware, sensitive, skillful and 
knowledgeable in moving towards cultural competence? 

 
 
 
 
 
Thank you for your responses!        (MRM V-FIN POST 2010) 
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Core Training 
     
 Pre-post 

_Knowledge
Pre-post 
_Awareness/ 
Sensitivity 

Pre-post 
_Skills/Abilities 

Pre-post 
_Commitment 

Age -.043 -.01 -.06 .09 
Sex .05 .07 .00 -.07 
Years in the Field (coded) .04 -.01 .02 .12* 
Years of Service with the County 
(coded) 

.06 -.04 -.04 .08 

Number of Cultural Competency 
Trainings (coded) 

.21** .06 .17** .19** 

Race/Ethnicity: Minority or White .02 .03 .04 .02 
* /  ** =  significant but very weak correlations   
 
 
Bilingual Staff and Interpreters Training 
     
 Pre-post 

_Knowledge
Pre-post 
_Awareness/ 
Sensitivity 

Pre-post 
_Skills/Abilities 

Pre-post 
_Commitment 

Age -.11 .02 .01 .12 
Sex .05 .02 .11 .02 
Years in the Field -.02 .20 .06 .08 
Years of Service with the County -.02 .20 .15 .32* 
Number of Cultural Competency 
Trainings-Coded 

-.03 .24 -.31 .23 

Race/Ethnicity: Minority or White .09 .08 .21 -.03 
* significant at p<.05 
 
 
Cultural Complexities, Assessment and Diagnosis Training 
    
 Pre-post 

_Knowledge
Pre-post 
_Awareness/ 
Sensitivity 

Pre-post 
_Skills/Abilities 

Age .06 .09 .08 
Sex -.02 -.11 .01 
Years in the Field .07 .05 -.01 
Years of Service with the County .03 -.01 .06 
Race/Ethnicity: Minority or White -.12 .00 -.06 
Note:  None found significant. 
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APPENDIX E.4.   PAIRED-SAMPLES COMPARISONS t-TESTS 
 
 
 

Pair 1 Pair 2 Pair 3 Pair 4 

 sig. df sig. df sig. df sig. df 
CORE Training .000 420 .000 422 .000 419 .000 418 
        Sample 1 .000 54 .000 55 .002 55 .004 54 
        Sample 2 .001 30 .001 30 .013 30 .118 30 
        Sample 3 .000 41 .204 42 .001 41 .000 42 
        Sample 4 .001 36 .006 36 .006 36 .000 36 
        Sample 5 .001 33 .000 33 .000 33 .000 32 
        Sample 6 .000 39 .008 39 .011 39 .011 38 
        Sample 7 .000 46 .003 46 .000 45 .002 46 
        Sample 8 .001 40 .000 40 .000 40 .000 40 
        Sample 9 .051 32 .211 32 .003 31 .009 32 
        Sample 10 .001 39 .003 39 .008 39 .168 39 
       
COMPLEXITIES 
Training 

.000 213 .000 211 .000 213 

        Sample 1 .000 51 .000 50 .000 52 
        Sample 2 .000 50 .000 49 .000 50 
        Sample 3 .001 34 .000 34 .000 34 
        Sample 4 .000 34 .001 34 .001 34 
        Sample 5 .000 54 .000 54 .000 55 
        Sample 6 .000 43 .000 43 .000 43 
        Sample 7 .000 47 .000 47 .000 47 
        Sample 8 .000 33 .000 34 .001 33 
        Sample 9 .000 38 .000 38 .003 38 
        Sample 10  .000 37 .000 36 .000 36 
       
BILINGUAL 
Training 

.000 65 .000 64 .000 65 .004 63 

 
Pair 1=pre-knowledge of cultural competence and post-knowledge 
Pair 2=pre-awareness/sensitivity in interacting with others in a culturally competent manner  
            and post-awareness/sensitivity  
Pair 3=pre-cultural competent service delivery skill/abilities and post skills/abilities 
Pair 4=pre-commitment to providing culturally competent services and post-commitment 
sig= significance  
df= degrees of freedom (which is 1 less than the sample size)  
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Multivariate Tests 

 Value F Hypothesis df Error df Sig. 

Pillai's trace .109 1.148 20.000 816.000 .294

Wilks' lambda .894 1.146 20.000 667.591 .296

Hotelling's trace .115 1.144 20.000 798.000 .299

Roy's largest root .067 2.739a 5.000 204.000 .020

Each F tests the multivariate effect of age. These tests are based on the linearly 

independent pairwise comparisons among the estimated marginal means. 

a.  The statistic is an upper bound on F that yields a lower bound on the significance level.

 
 

Univariate Tests 

Dependent Variable Sum of Squares df Mean Square F Sig. 

Contrast 2.167 5 .433 1.334 .251Change_Knowledge 

Error 66.262 204 .325   

Contrast 3.461 5 .692 1.960 .086Change_Awareness 

Error 72.051 204 .353   

Contrast 1.541 5 .308 .840 .522Change_Skills 

Error 74.824 204 .367   

Contrast 2.372 5 .474 1.480 .198Change_Commitment 

Error 65.399 204 .321   

The F tests the effect of age. This test is based on the linearly independent pairwise comparisons among the 

estimated marginal means. 
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Multivariate Tests 

 Value F Hypothesis df Error df Sig. 

Pillai's trace .024 1.253a 4.000 201.000 .290

Wilks' lambda .976 1.253a 4.000 201.000 .290

Hotelling's trace .025 1.253a 4.000 201.000 .290

Roy's largest root .025 1.253a 4.000 201.000 .290

Each F tests the multivariate effect of sex. These tests are based on the linearly 

independent pairwise comparisons among the estimated marginal means. 

a.  Exact statistic 

 

 
Univariate Tests 

Dependent Variable Sum of Squares df Mean Square F Sig. 

Contrast .005 1 .005 .016 .900Change_Knowledge 

Error 66.262 204 .325   

Contrast .643 1 .643 1.822 .179Change_Awareness 

Error 72.051 204 .353   

Contrast .035 1 .035 .095 .759Change_Skills 

Error 74.824 204 .367   

Contrast .880 1 .880 2.744 .099Change_Commitment 

Error 65.399 204 .321   

The F tests the effect of sex. This test is based on the linearly independent pairwise comparisons among the 

estimated marginal means. 
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Multivariate Tests 

 Value F Hypothesis df Error df Sig. 

Pillai's trace .089 .770 24.000 816.000 .777

Wilks' lambda .914 .765 24.000 702.415 .783

Hotelling's trace .091 .760 24.000 798.000 .789

Roy's largest root .042 1.423a 6.000 204.000 .207

Each F tests the multivariate effect of yrs. in the field. These tests are based on the 

linearly independent pairwise comparisons among the estimated marginal means. 

a.  The statistic is an upper bound on F that yields a lower bound on the significance level.

 

 
Univariate Tests 

Dependent Variable Sum of Squares df Mean Square F Sig. 

Contrast 1.452 6 .242 .745 .614Change_Knowledge 

Error 66.262 204 .325   

Contrast .889 6 .148 .419 .866Change_Awareness 

Error 72.051 204 .353   

Contrast 2.588 6 .431 1.176 .320Change_Skills 

Error 74.824 204 .367   

Contrast 2.187 6 .364 1.137 .342Change_Commitment 

Error 65.399 204 .321   

The F tests the effect of yrs. in the field. This test is based on the linearly independent pairwise comparisons 

among the estimated marginal means. 
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Multivariate Tests 

 Value F Hypothesis df Error df Sig. 

Pillai's trace .122 .916 28.000 816.000 .593

Wilks' lambda .882 .918 28.000 726.138 .589

Hotelling's trace .129 .921 28.000 798.000 .585

Roy's largest root .083 2.423a 7.000 204.000 .021

Each F tests the multivariate effect of yrs. of service. These tests are based on the linearly 

independent pairwise comparisons among the estimated marginal means. 

a.  The statistic is an upper bound on F that yields a lower bound on the significance level.

 

 
Univariate Tests 

Dependent Variable Sum of Squares df Mean Square F Sig. 

Contrast 4.720 7 .674 2.076 .048Change_Knowledge 

Error 66.262 204 .325   

Contrast 2.923 7 .418 1.182 .314Change_Awareness 

Error 72.051 204 .353   

Contrast 4.157 7 .594 1.619 .132Change_Skills 

Error 74.824 204 .367   

Contrast 1.097 7 .157 .489 .842Change_Commitment 

Error 65.399 204 .321   

The F tests the effect of yrs. of service. This test is based on the linearly independent pairwise comparisons 

among the estimated marginal means. 
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Multivariate Tests 

 Value F Hypothesis df Error df Sig. 

Pillai's trace .205 1.003 44.000 816.000 .468

Wilks' lambda .807 1.009 44.000 770.930 .458

Hotelling's trace .224 1.014 44.000 798.000 .449

Roy's largest root .128 2.375a 11.000 204.000 .009

Each F tests the multivariate effect of number of cc trainings. These tests are based on 

the linearly independent pairwise comparisons among the estimated marginal means. 

a.  The statistic is an upper bound on F that yields a lower bound on the significance level.

 

 
Univariate Tests 

Dependent Variable Sum of Squares df Mean Square F Sig. 

Contrast 7.288 11 .663 2.040 .026Change_Knowledge 

Error 66.262 204 .325   

Contrast 2.537 11 .231 .653 .782Change_Awareness 

Error 72.051 204 .353   

Contrast 3.766 11 .342 .933 .509Change_Skills 

Error 74.824 204 .367   

Contrast 4.547 11 .413 1.289 .232Change_Commitment 

Error 65.399 204 .321   

The F tests the effect of number of cc trainings. This test is based on the linearly independent pairwise 

comparisons among the estimated marginal means. 
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Multivariate Tests 

 Value F Hypothesis df Error df Sig. 

Pillai's trace .011 .533a 4.000 201.000 .711

Wilks' lambda .989 .533a 4.000 201.000 .711

Hotelling's trace .011 .533a 4.000 201.000 .711

Roy's largest root .011 .533a 4.000 201.000 .711

Each F tests the multivariate effect of Race_Ethnicity_Dichotomous. These tests are 

based on the linearly independent pairwise comparisons among the estimated marginal 

means. 

a.  Exact statistic 

 

 
Univariate Tests 

Dependent Variable Sum of Squares df Mean Square F Sig. 

Contrast .031 1 .031 .094 .759Change_Knowledge 

Error 66.262 204 .325   

Contrast .528 1 .528 1.495 .223Change_Awareness 

Error 72.051 204 .353   

Contrast .302 1 .302 .825 .365Change_Skills 

Error 74.824 204 .367   

Contrast .108 1 .108 .338 .562Change_Commitment 

Error 65.399 204 .321   

The F tests the effect of Race_Ethnicity_Dichotomous. This test is based on the linearly independent pairwise 

comparisons among the estimated marginal means. 
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APPENDIX E.6.   CULTURAL COMPETENCY TRAINING INTERIM REPORT FROM DR. 
MOCK 
 

Santa Clara County Learning Partnership  
Cultural Competence Consultation and Training 

(Fiscal Years: 2008 – 2010) 
 

INTERIM REPORT: 
 

Matthew R. Mock, PhD 
Independent Consultant and Trainer 

2714 Telegraph Avenue, Suite #3 
Berkeley, CA 94705 

Executive Summary 
 
 The following document outlines the background context, consultation considerations and resulting 
consultation components with an action plan and deliverables and interim outcomes.  The contents that follow in 
summary are: 
 
- Santa Clara County: Current Context and Influences 
- Core Documents and Statewide Commitments 
- Relevant Cultural Competence Training and Consultation 
- Current Cultural Competence Consultation Initiative 
- Subsequent Consultation Information and Considerations 

I. Process for evaluating staff 
II. An assessment of training needs 
III. Implementation of training programs to improve cultural competence 
IV. Training program for bilingual staff and interpreters 

- Consultation and Training Action Plan 
- Deliverables and Interim Outcomes and Preliminary Data 

 
Santa Clara County Mental Health Services: Current Context and Influences 
 
 In order to provide effective and relevant consultation and technical assistance for cultural competence, there 
should first be an understanding of commitment and context issues.  Increasing cultural competence and reducing 
disparities have been continuous commitments in Santa Clara County.  In recent years, there have been several 
additional influences emphasizing cultural competence and responsive improvement of services for diverse cultural, 
ethnic, racial and linguistic communities.  In 2005, the California Mental Health Director Association (CMHDA) 
adopted The Framework for Eliminating Cultural, Linguistic, Racial and Ethnic Behavioral Health Disparities 
throughout California counties.  This historic document outlines specific areas that must be continuously 
acknowledged in order for progress to occur.  Several publications such as: 1) the landmark 2001 U.S. Surgeon 
General’s Report Mental Health: Culture, Race and Ethnicity, 2) the Institute of Medicine’s Unequal Treatment: 
Confronting Racial and Ethnic Disparities in Healthcare (2001) and 3) The President’s New Freedom Commission 
on Mental Health’s final report Achieving the Promise: Transforming Mental Health Care in America (2003), raised 
the standard for nationally addressing disparities, and improving mental health and health care, for racial and ethnic 
groups.  In 2008, the CMHDA adopted their goals and objectives for upcoming years.  Their overarching strategic 
goal for 2008 – 2010 is stated as “CMHDA will advocate for equity and full inclusion of vulnerable populations and 
secure social justice as measured by access to necessary quality services that promote mental health, wellness, 
resiliency and recovery in our communities.”   The current implementation of the Mental Health Services Act 
underscores principles of cultural competence, consumer and family driven, client centered, wellness and recovery-
oriented throughout transformation of public mental health systems.  The Cultural and Linguistic Competence 
(CLC) Committee of the Oversight and Accountability Commission (OAC) provides guidance and recommendations 
for furthering cultural competence as an imperative. 
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Current Cultural Competence Consultation Request 
 
 During initial focused conversations with key Santa Clara County administration, it was quickly acknowledged 
and agreed that cultural competence must be viewed as: a) an ongoing, continuous developmental process, b) an 
embedded, infused and integrated commitment, and c) a process that involves all levels of the system including 
from support staff to direct care staff to supervisors and administrators.  In order to have true transformation and 
systemic change as now additionally emphasized by the MHSA, top administrators and management and middle 
managers at the center of implementation must be involved.  Their commitment to the integrity and mission of 
improving cultural competence and responsiveness must be clearly articulated and understood.  In addition to 
acknowledging components or elements of cultural competence that are working in the system, there must be a 
process to incorporate additional expertise and changes responsive to the needs of diverse consumer 
communities. 
 Through system assessment and consultation, a strategic plan for cultural competence input has been 
constructed and will be conducted.  Rather than the often typical one-shot intensive training or workshop, this 
cultural competence initiative is composed of several steps in the process.  There will be several related cultural 
competence competence trainings that administrators, staff and clinicians will attend.  Each training shall have a 
pre- and post- evaluation for effectiveness.  Eventually there will be implementation of an ongoing consultative 
process with primary staff, consumers, family members or partners and administrators to implement core cultural 
competence changes as indicated by staff.  In this way, cultural competence changes can be planned, 
implemented, reviewed for success and shared with others. This increases opportunities for true systems change 
that will be structurally sustained.  The process structure of identifying cultural competence activities referred to as 
S-M-A-R-T-E-R which stands for specific initiative or action, measurable, action-oriented, results-oriented, timeline, 
evaluated, repeated cycles of change.  
 In order to ensure tracking and accountability of all cultural competence initiatives and changes, they will be 
documented.  Periodic reports can also be issued summarizing cultural competence developments. 
 
Subsequent Consultation Information and Considerations 
 
 The ongoing cultural competence training needs of all behavioral health care and related contract and 
community staff must be assessed on a continuous basis.  This is further reinforced the State Department of Mental 
Health and their review of program services.  They specifically request the following: 1) A process to evaluate the 
competencies of staff providing culturally and linguistically competent services; 2) An assessment of training needs 
and provision of necessary training in evaluation, diagnosis, treatment and referral services for multicultural groups 
being served; 3) Implementation of training programs to improve cultural competence skills of staff and contractors; 
4) Training programs to certify or assure the demonstrated ability bilingual staff and interpreter services.  The 
following steps may be taken during this initiative: 
 

I. A process to evaluate the competencies of staff providing culturally and linguistically competent 
services.  There are available instruments and tools that assess clinical cultural competence 
awareness, knowledge and skills of staff.  Initially, there will be participant self-ratings used, prior to 
the start of each training then at its completion. The results will be entered and statistically 
analyzed for change.  In the future, other rating scales such as The California Brief Multicultural 
Competence Survey (CBMCS) (2007) multicultural training program and curriculum may be 
utilized. This instrument utilizing an empirically-derived scale consists of 21 items based on input 
from 1,244 mental health practitioners in California.  The subscales are Cultural Knowledge, 
Cultural Sensitivity, Cultural Awareness and Non-Ethnic Skills.  The CBMCS scale can be easily 
administered and scored with recommendations made for follow up training or skill building.  Other 
assessment tools that have been listed include: The Cultural Competence Self-Assessment 
Questionnaire (1996) by James Mason, the Multicultural Cultural Competence Survey (2001) by 
AUCD and the Cross-Cultural Counseling Inventory Revised (CCCI-R) (1991) by Theresa 
LaFromboise, Hardin Coleman and A. Hernandez.  The actual instrument to be utilized, the 
CBMCS or alternatives listed above will be selected in coordination with the Ethnic Services 
Manager, Administration, and Decision Support Team of the Learning Partnership Division.  These 
complimentary results utilized with pre- and post- evaluation information can also be used to further 
assess the staff in a planned and scheduled manner.  Items may be additionally tied the Client 
Informed Outcome Measure being used in the County.  In order to best assess the needs specific 
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to the County, it is also recommended that some open ended questions be utilized with a summary 
of these qualitative results. 

 
Summary of Proposed Deliverables: 
a) Identification and refinement of instruments to evaluate the competencies of staff providing 

cultural and linguistic services; 
b) Outlining a process to obtain the evaluation; 
c) Compilation and summary of the competency evaluation results, including implications for 

training and consultation. 
 

II. An assessment of training needs and provision of necessary training in evaluation, diagnosis, 
treatment and referral services for multicultural groups being served.  One of the primary means for 
structuring cultural considerations in diagnoses is through the Cultural Formulation in the DSM-TR 
IV.  A general assessment of the training needs of staff related to cultural sensitivity in diagnosis 
and treatment can be done through a chart audit process either in the current quality management 
process or through a separate process.  Formulation of a pilot process for this specific evaluation of 
training needs to further enhance not only skills but also continuous attention in charting and 
documentation is needed.  There will be preparation in training staff on use of the cultural 
formulation and have used such resources as the Culture of Emotions by Francis Lu, MD produced 
by Harriett Koskoff and prepared vignettes specific to such a training.  Consultative follow up can 
also be conducted through agency case conferences or clinical review processes. 

 
With a commitment to infuse, embed and integrate cultural competence beyond training, a 
workshop on cultural diagnosis and assessment should be followed with trainings and consultation 
on appropriate charting, case conference discussions, clinical case reviews, planning, outcomes 
reviews, supervision and meeting with family and community partners.   
 
Summary of Proposed Deliverables: 
a) Identification of core questions to assess the training needs of staff in assessment, 

engagement, diagnosis, treatment, community resources and partners and referrals for 
working with multicultural populations; 

b) Comprehensive workshops and trainings for staff orienting them to DSM-IV TR Cultural 
Formulation, Culturally-Bound Syndromes and cultural referencing throughout mental health 
evaluation; 

c) Consultation on system structures and processes (ex. charting and documentation, CQI chart 
reviews, case conferences, clinical supervision) supporting inclusion of culturally competent 
assessment 

d) Coordination of specialized trainings in this area with specific racial cultural, ethnic, linguistic, 
etc. groups as needed or required. 

 
III. Implementation of training programs to improve cultural competence skills of staff and contractors.  

In order to demonstrate the commitment of the county in providing cultural competence skill 
building there should be an articulated training plan.  There is to be a review of what exists with a 
goal to weave this into a current and proposed training plan. In order to meet current requirements, 
all staff are going through a Cultural Competence Core Foundation Training.  This training may be 
provided for a larger audience with an understanding of the challenges of working with a larger 
group and related dynamics.  This training would not only partially fulfill requirements for the period 
of review but can also be used to further assess the cultural competence training needs of staff and 
contractors.   

 
 It is important to establish a baseline for the level of cultural competence for each attendee.  For 

this purpose, the 21-item empirically–based CBMCS tool and scale will be also be considered.  
Responses from each attendee will be uniquely coded and tracked.  The scale will also be used as 
a post-test to show impact in increasing cultural competence.  There will also be qualitative, 
targeted questions to arrive at priority training needs in the short and long term. 
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 Summary of Proposed Deliverables: 
a) Provision of comprehensive Cultural Competence Core Foundation Trainings (8 – 12) for large 

groupings of staff;  
b) Technical assistance and consultation for identification and layering of specific staff needs (i.e. 

support staff, consumers, direct service providers, supervisors and administrators, etc.) for 
these trainings and follow up; 

c) Pre- and post- test measurement to note changes from the training(s); 
d)   Evaluation of further training needs of staff;  
e)   Preparation of related interim summaries or brief reports. 

 
III. Training programs to certify or assure the demonstrated ability bilingual staff and interpreter 

services.  There are training programs focusing on mental health and health services for bilingual 
staff and interpreters.  These provide an evaluative process with recommendations for skill 
enhancement.   

 
  Summary of Proposed Deliverables: 

a) Technical assistance for reviewing the protocols and processes for services provided by 
bilingual staff and interpreters; 

b) Facilitating focused meetings with providers in identified clusters consulting on bilingual staff 
services and skills of interpreters.  A focus of such meetings can also include current MHSA 
transformation principles of cultural competence, recovery-oriented, client-centered, consumer 
and family driven, etc. 

c) Consultation and related trainings updating service provider’s knowledge on mental illness 
(and sources of wellness) in different cultures; 

d) Targeted trainings on specific topics (ex. non-verbal communication, intra-ethnic differences in 
cultures, current or emerging mental health concepts, multi-ethnic client culture) as needed 
and requested. 

 
Final Comments on Cultural Consultation 
 
As noted previously, consultation, training and technical assistance for increasing cultural competence, eliminating 
disparities and committing to initiatives that address social justice must be ongoing and be embedded, infused and 
integrated throughout all levels of the system.  Other system-transforming services such as training-of trainers, 
examining current documents and processes through MHSA cultural competence and client-focused principles and 
reviewing upcoming cultural competence requirements for additionally keeping counties throughout California 
accountable are being provided. 
 
The results of all of the trainings will be tied to specific items on the Client Informed Outcome Measure.  In this way, 
there will not only be short term assessment of the benefits of the cultural competence trainings individually and 
sequentially.   There will be an evaluation through a pilot project focusing on the lasting and systemic changes that 
can be attributed to these cultural competence trainings. 
 
Training and Consultation Action Plan with Potential Deliverables and Targeted Attendees 
 
Cultural Competence Core Foundation Trainings – 800 potential attendees 
 
DSM–IV TR Cultural Formulation Trainings – 500 potential attendees 
 
Bilingual Staff, Interpreters and Translators Trainings – 50 potential attendees 
 
Progress Report to Date 
 
The following is a summary of number of individuals trained to date by category: 
 
1) From April 2009 through December 2009 there have been 8 Culture Competence Core Foundation Trainings 
held.  A total of 643 individuals have attended with 543 evaluations (84.4% of the total) being received. 
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2) From April 2009 through December 2009 there have been 8 trainings on Cultural Complexities in Assessment, 
Diagnosis and Engagement held.  A total of 357 individuals have attended with 285 (80.0% of the total) evaluations 
being received. 
 
3) From April 2009 through December 2009 there have been 6 trainings in Cultural Competence for Bilingual Staff 
and Interpreters held.  A total of 83 individuals have attended with 56 (67.4% of the total) evaluations being 
received. 
 
Total: Overall for the three trainings (1- Cultural Competence Core Foundation Training, 2- Cultural Complexities in 
Assessment, Diagnosis and Engagement, and 3- Cultural Competence for Bilingual Staff and Interpreters) there 
have been 1,102 attendances to date with 902 evaluations (81.9% of the total) being completed.  As some 
attendees are to attend more than one training sequentially to increase their competence, the total number of 
attendances reflects some individuals attending two or all of the trainings.  The results of attending multiple 
trainings will also be examined. 
 
Overall Results to Date 
 
A review of the results pre- and post- evaluation for each of the three trainings and across the trainings is uniformly 
very positive and indicate signs of outcomes in the positive direction.  Preliminary matching of attendees across 
more than one training also indicates steady progress.  On questions 1 – 3 a self rating of knowledge, 
attitudes/sensitivity and skills, pre – and post-, the vast majority of respondents went up in score (ex. 3- Medium to 
5- High).  Further quantitative evaluation and analyses are underway.  There may also be follow up evaluations by 
participant matched with data obtained several months after the trainings attended.  This will provide an additional 
reminder that the County’s stance is that cultural competence is an ongoing developmental process.  Additionally, it 
will provide another snapshot measuring to what degree the trainings turned into practices that made a difference 
with clients and families. 
 
Qualitative Sample Comments from Pre- and Post-Training Evaluations from Sessions* (*For internal use 
and discussion)  
 
I)  Cultural Competence Core Foundation Training 
 
Sample Comments: 
 
This is an excellent workshop…The narrative process is an excellent one that breaks the ice and lets people open 
up to each other. 
 
I am glad this is a mandatory training.  Staying open minded and being sensitive to others as they may have 
experienced cultural racism is key. 
 
I think this will definitely help me be more aware when I am working with clients! 
 
This was very good in terms of formulating cohesiveness in the larger, diverse groups, and acknowledging and 
respecting the differences in the group and the richness offered by diversity. 
 
The overall curriculum reminded me to mindful and sensitive to the client’s cultural experiences.  (The skills) I 
learned are to allow and be more open to clients’ cultural practices and integrate (them) into treatment. 
 
We need to process our own issues with discrimination and racism.  I will be more aware of my client’s culture, 
belief systems, and family structure. 
 
(Narratives and the narrative process) is a very good perspective to be used with other staff members.  (I learned) 
never refer to a person as a disorder and do not dehumanize them.  I am to acknowledged the person, not the 
disorder. 
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It was good material because I was able to learn new techniques in working with different ethnicities and culture 
backgrounds. 
 
It will definitely give me a better and different approach towards my clients. 
 
Good curriculum and impact as a reminder to be compassionate and more aware in my work.  I found (the narrative 
process) helpful and meaningful to me personally and professionally. 
 
Qualitative Sample Comments from Pre- and Post-Training Evaluations from Sessions* (*For internal use 
and discussion)  
 

II) Cultural Complexities in Assessment, Diagnosis and Engagement Training 
 
(Sample Comments) 
 
Acknowledging cultural factors in the assessment can help in making and appropriate diagnosis and treatment!  I 
will ask more pertinent questions and be more sensitive to culture narrated issues. 
 
I look forward to the Cultural Formulation.  I plan to be more mindful of cultural factors when I assess clients, and 
not be timid about broaching the subject of culture with clients. 
 
This was very helpful.  (The narratives) not only made the concepts real but also, doing the exercises made me feel 
more confident in utilizing the outline for the cultural formulation.  
 
I appreciated being able to relate the mandatory DSM DX to how it can assist understanding cultural differences. 
 
Great examples, very relevant.  I believe this training is helpful and essential. 
 
It was very thought provoking.  The case studies were useful. 
 
In the Bay Area, if we miss that (Cultural Formulation ) we miss everything.  The ideas and tools were very good.  
The experiential process was great. 
 
This training refreshed and enriched my clinical skills in performing patient’s assessment with more detailed 
information, correct diagnosis and approach patients with awareness and sensitivity of their cultural complexities 
and ethnicities and work effectively with them. 
 
My awareness has increased and will need to carefully also use the cultural formulation of the DSM-TR. 
 
Qualitative Sample Comments from Pre- and Post-Training Evaluations from Sessions* (*For internal use 
and discussion)  
 
III) Culturally Competent Skills of Bilingual Staff and Interpreters 
 
Great refreshing course for interpreters. 
 
(Regarding the use of narratives): Testimonials in our community services is a must. 
 
I learned I need to be more aware of my body language or need to probe further for clarification or confirmation. 
 
Great training, great examples.  This training is for all interpreters/bilingual staff before they start working. 
 
Overall cultural competence for translators and interpreters is needed for the departments and agencies.  I believe 
it would also be helpful for those working with interpreters. 
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The (narrative, storytelling process was) great.  Added depth to my understanding of cultural issues both spiritual 
and in social settings. 
 
I am impressed of the importance of being an interpreter (and how it) can affect people’s fate so significantly. 
 
It is always good to have real stories to make cognitive knowledge become real and personal. 
 
Dr. Mock has done a wonderful job! 
 
 
Qualitative Results Summary Note 
 
The comments above reflect just a small sampling of the results to date.  A more methodical and thorough report is 
being prepared with qualitative results being clustered by general themes.  An updated version is to be provided.  
  
 
I)  Cultural Competence Core Foundation Training 
 
Quantitative and Statistical Analyses from Pre- and Post-Training Evaluations:  

 
Several areas of cultural competence were self-evaluated prior to the beginning of the training and at its conclusion.  
These areas were: a) knowledge, b) awareness and sensitivity, and c) skills and abilities. 
 
Overall, there was a change in a positive direction in all areas. 
 
a) Knowledge: 
Results indicated an overall change in a positive direction.  For 332 females, 95.5% indicated either the same or an 
increase in this area.  Among females, 43.6% indicated an increase in this area.   For 91 males, 91.2% indicated 
either the same or an increase in this area.  Among males, 39.6% indicated an increase in this area. 
 
b) Awareness and Sensitivity: 
Results indicated an overall change in a positive direction.  For 332 females, 92.1% indicated either the same or an 
increase in this area.  Among females, 37.6% indicated an increase in this area.  For 91 males, 86.8% indicated 
either the same or an increase in this area.  Among males, 31.9% indicated an increase in this area. 
 
b) Skills and Abilities: 
Results indicated an overall change in a positive direction. For 332 females, 90.3% indicated either the same or an 
increase in this area.  Among females, 40.6% indicated an increase in this area.  For 91 males, 91.2% indicated 
either the same or an increase in this area.  Among males, 37.4% indicated an increase in this area. 
 
 
II)  Cultural Complexities in Assessment, Diagnosis and Engagement Training 
 
Quantitative and Statistical Analyses from Pre- and Post-Training Evaluations:  
 
Several area of cultural competence were self-evaluated prior to the beginning of the training and at its conclusion. 
These areas were: a) knowledge, b) awareness and sensitivity, and c) skills and abilities. 
 
**(The analyses of these trainings have been completed and are being evaluated). 
 
 
III) Culturally Competent Skills of Bilingual Staff and Interpreters 
 
Quantitative and Statistical Analyses from Pre- and Post-Training Evaluations: 
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Several areas of cultural competence were self-evaluated prior to the beginning of the training and at its conclusion.  
These areas were a) knowledge, b) awareness and sensitivity, and c) skills and abilities. 
 
Overall, there was a change in a positive direction in all areas. 
 
a) Knowledge: 
Results indicated an overall change in a positive direction.  For 51 females, 88.3% indicated either the same or an 
increase in this area.  Among females, 53.0% indicated an increase in this area.  For 16 males, 93.8% indicated 
either the same or an increase in this area.  Among males, 56.3% indicated an increase in this area. 
 
b) Awareness and Sensitivity: 
Results indicated an overall change in a positive direction.  For 51 females, 90.2% indicated either the same or an 
increase in this area.  Among females, 37.3% indicated an increase in this area.  For 16 males, 93.9% indicated 
either the same or an increase in this area.  Among males, 37.6% indicated an increase in this area. 
 
c) Skills and Abilities: 
Results indicated an overall change in a positive direction.  For 51 females,  92.2% indicated either the same or an 
increase in this area.  Among females, 45.1% indicated an increase in this area.  For 16 males, 87.6% indicated 
either the same or an increase in this area.  Among males, 31.3% indicated an increase in this area. 
 
 
Note:  
Additional analyses are currently underway including tests to evaluate significance of change. 

 
(Version Update 5/28/10) 
 
 

SCVHHS Cultural Competence Report of Results 
  

Matthew R. Mock, PhD 
As reported elsewhere, this was a very ambitious project to implement an effective series of cultural competence 
trainings at several levels and through several lenses: 

1) Cultural Competence Core Foundation trainings for all county staff and contractors including 
administrators, direct service staff, supervisors, support staff, contract providers, consumers and family 
members and others; 

2) Cultural Complexities in Assessment and Engagement trainings open to all staff but especially for 
clinicians, utilization review managers, direct service providers and those working directly with consumers 
and family members; 

3) Cultural Competence for Bi-Lingual Staff and Interpreters trainings for those providing language 
interpretation and working with a team in which interpretation and some translation services are given. 

  
A plan was constructed with several key county informants and leaders including the Ethnic Services Manager, 

Director of the Learning Partnership, Intern and Supervisor Training Coordinator, Research staff, Administration 
and others.  Among the goals were to: 1) have a comprehensive common training experience for all staff; 2) involve 
staff at all levels of program services and members of the community; 3) provide a workshop curriculum that could 
be evaluated for content, learning, and outcomes; 4) provide trainings and workshops with an awareness and 
understanding that cultural competence development has been an ongoing process with these trainings helping to 
consolidate and further prior processes; 5) assess and obtain input for the cultural competence training needs of 
county and contract staff; 6) evaluate the level of cultural competence for each staff and programs or services 
where they work. 
  In the initial consultation of key county staff leaders, it was felt that it would be useful to have a current 
snapshot of where individual staff felt they were on several cultural competence areas including awareness, 
knowledge, skills and commitments.  There was a desire to also know how they experienced their programs and 
systems in relation to cultural competence.  As a result, pre- and post- test evaluations were constructed for each of 
the three specific trainings above.  Some of the shared ideas that contributed to this pre- and post- test  self-
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evaluation design were: a) to acknowledge that participants may have had prior experience, education and 
trainings in cultural competence; b) to reinforce in the trainings themselves that cultural competence is a 
developmental process that has aspects of self consideration and accountability; c) that these series of cultural 
competence trainings would be reinforcing and building upon those that had preceded; d) asking key, self-
evaluative questions at the beginning of trainings would open up curiosity, potential areas of growth and thoughts 
that might open up ideas that would further inform the specific training and positive outcomes among attendees. 
Results: 

(Note: The following was based on evaluations from the cultural competence core foundation trainings.  
Other results for the cultural complexities in evaluation and engagement and cultural competence for bilingual staff 
and interpreters are to follow.  The message from leadership was that these trainings were mandatory. 

In terms of process, the pre-evaluations for each training were distributed at the beginning of all trainings.  
Information and a description of the pre- and post- evaluation were provided verbally and in writing for individuals to 
complete the written pre-training evaluation at the beginning of each training.  It is interesting to note that there 
were some questions in completing the evaluations such as who would be seeing them, how they might be utilized, 
etc.  Given the context of the State including budget reductions that would impact counties, attendees sometimes 
expressed concerns about job security or agency/continuity this seemed a relevant and understandable question.  
On occasion, this seemed to impact initial full involvement of some.  Commitments to the Mental Health Services 
Act and how this training addressed one of its key principles – cultural competence – added positively to the 
question of “Why now or again?”.  When it was described that this was a valuable, conscious and planned effort to 
embed, integrate and infuse cultural competence as intended through Santa Clara County’s Cultural Competence 
Plan there seemed to be even more ease in completing the pre-evaluations for each of the three different trainings. 
Even so, in large audience groups (i.e. 100 more) where it would be harder to track, all evaluations were not always 
submitted, key identifying information was not filled out for eventual data analysis or pre- and post- evaluation 
information was not provided so matching was incomplete. 

Overall, there was good response from individuals enrolled, to those attending to those submitting 
evaluations and those matched for research analysis pre- and post- training.  Response rates seemed to improve 
as trainings went on. This may indicate increased trust in the process, credibility of the presenter and as well as 
value of the presentation content that was shared by those attending with others. 
 Pre- and post- evaluations for cultural competence core foundation trainings were entered for analysis.  Data 
mining was conducted to get an overall picture of results.  Pair-wise correlations were conducted.  The results of 
correlating specific variables of interest appear in Table 1.  There are several results that appear significant and 
noteworthy.  Some of these results will be discussed.  
 A comparison of the “number of cultural competence trainings” attended compared to “knowledge”, 
“awareness”, “skills” and “commitment” show significant correlations.  Correlation with “cultural competence 
trainings” were as follows: knowledge (0.26), awareness (0.17), skills (0.23) and commitment (0.21).This seems to 
indicate that there was an overall positive change in areas of assessed cultural competence overall, and the fewer 
trainings attendees had previously the higher the correlation. Comparisons were also done, looking at staff that 
indicated attending five (5) or less cultural competence with those attending more.  As expected, there were trends 
indicating that the fewer the trainings attended the more positive the change in cultural competence knowledge, 
awareness and skills. Results in pre- and post- training evaluation were examined through looking the differences 
in scores. 

It must be noted that a review of the pre-evaluations overall showed that many of the respondents 
answered that they were entering the workshops with fairly high levels (i.e. indicating “4” or “5”) in the areas of 
cultural competence knowledge, attitudes, skills and commitments.  This speaks well to Santa Clara County being 
one of the lead counties in the State seriously conducting and continuing initiatives and strategies such as trainings 
and consultation to embed cultural competence in services and programs. 
 Questions also arose regarding the initial pre-evaluation self-assessment of cultural competence knowledge, 
awareness, skills and commitment.  For example, if many attendees indicated 4- or 5- their scores should remain 
relatively the same.  For those indicating 3- or less, more change might be anticipated. This was the case.  For 
example, when initial “knowledge” scores were “4” or “5” on pre-evaluation (N=243), the correlation in respective 
areas relative to cultural competence trainings was: knowledge (.08), awareness (.03), skill (.13), commitment (.04).  
For those who indicated 3 or less on the “knowledge” question (N=185), pre-evaluation, the correlation was: 
knowledge (.22), awareness (.17), skill (.18), commitment (.28).  One way this might be interpreted was that for 
those who indicated less initial cultural competence knowledge, the cultural competence core foundation trainings 
made a larger impact in positive change towards increased knowledge. 
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 In a similar fashion, areas of “awareness” and “skill” were studied.  That is, we separately looked at those who 
indicate “4” or “5” on initial pre-evaluation relative to those “3” or below. The results were as follows:  When 
“awareness” on the pre-evaluation was “4” or “5” (N=311), the correlation relative to cultural competence trainings 
was: knowledge (.14), awareness (.04), skills (.13), commitment (.10).  When the pre-evaluation mark indication 
was 3 or less (N=117), the correlations were: knowledge (.28), awareness (.08), skills (.19) and commitment (.22).  
Once again, it might be proposed that when initial awareness was lower, the correlation between cultural 
competence training and knowledge, awareness, skill and commitment was even more marked. 
 Turning next to “skills”, for those who indicated “4” or “5” (N=248), the correlations were: knowledge (.14), 
awareness (.01), skills (.08), commitment (.05). Correlation scores went up once more when this was compared to 
those who indicated “3” or less on the pre-evaluation of  “skills.” The correlations were: knowledge (.20), awareness 
(.13), skills (.11) and commitment (.24).  While the vast majority of attendees benefited, those started off with less 
skills had an even more positive outcome relative to cultural competence trainings attended.  This may speak to 
how this cultural competence training uniquely made a positive impact to those who attended. 
 Another potential conclusion (to potentially be discussed in the future) that can be drawn from this is that 
cultural competence and all that it intends, is an ongoing developmental process.  Trainings should not just be “one 
shot” but should be continuous, reinforcing of prior learning and building upon it. 

There were other data mining conducted as well as exploratory analyses. 
Other areas of interest for analysis of results included: Number of years employed with the county.- 

Conditional probability was looked at setting a review for this category at 10 years or less of county service.  
When this was done, there were again significant findings in terms of cultural commitment (.48), skills (.48),      
awareness (.41) and knowledge (.21).  This again speaks to importance of ongoing cultural competence trainings.  
Even those that have education. 

Additional analyses were also conducted based on: 
a) gender,  
b) work setting, 
c) population served. 
d) ethnic/racial background. 
 
Comments on Methodology: 

A specific decision was made on analyzing pre- and post- training evaluations per each attendee with 
reasons stated above.  A majority of participants attending the cultural competence core foundation course 
indicated a high attainment levels by circling either “4” or “5” . Some participants indicating “5” on the pre-evaluation 
sometimes indicated “4”, for example on post-training evaluation.  Thus, the score entered would be “-1”.  It is 
highly unlikely that attending the training reduced an attendee’s cultural competence. 

Rather than pre- and post- evaluations – a snapshot differentiated by time and workshop experience, an 
instrument to evaluate change and only once at the end of each training may be more useful and valid.  This will be 
explored for future training evaluations and analyses. 
 
Qualitative Comments Provided by Participants 
 The number of qualitative comments in the positive direction were impressive.  These are included in a 
separate text and should be reviewed. 
 
Updated Draft 7/23/10 4:00pm 
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APPENDIX E.7.   COUNTY CULTURAL COMPETENCY TRAINING EVALUATION FORM 
 

Mental Health Training Evaluation 

 
 

 
Please check all box (es) that apply to you: 

 Consumer    Family Member   Parent   Professional 
  

The presenter (s) was    Strongly Agree   No Opinion   Disagree  Strongly  
   Agree           Disagree 

articulate                                                       
engaging                                                
culturally competent                                               

  
The presentation: 

had clear objectives                                           
was interactive                                            

 
The content: 

was informative                                                 
was relevant                                            

 
Excellent Very Good  Average Poor 

 
1. How well did the workshop integrate culture into it?                         

2. Value of information.                                     

3. Workshop met expectations.                                   

4. Usefulness of presentation materials and handouts.                          

5. How well was the workshop organized?                           

6. Overall workshop.                                

7. How did you hear of this training? 
 Internet/e-learning    Email notification    Supervisor    Catalog: Mental Health & DADS 
 Other______________________________  

8. What did you learn from this workshop & how would you apply it? 
 
9.     What format of the presentation did you like best and why? 
 

    10.     Any suggestions to improve this workshop. What follow-up training/consultation would you like? 
 

  11.     Future topics of interest? 

 
For CEU’S Only:                                                 (Please Print) 
CEU Requestor Name: ___________________________License Type_________ License #:___________ 
Address: ______________________________________________________________________________ 
City: ________________________________ Zip Code: _______________ Phone#:___________________ 

Learning Partnership: Advancing Cultural Competence: Inclusion in the Context of MHSA 

 Dr. Matthew Mock, PhD.         November 1st, 2010                9:00am – 4:30pm 
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APPENDIX F.1.   WORKFORCE DEMOGRAPHICS 
Unlicensed MH 
Direct Service Staff 

White/ 
Caucasian 

Hispanic/ 
Latino 

African American/ 
Black 

Asian/ Pacific 
Islander 

Native 
American 

Multi Race 
or Other 

 NON WHITE 

County 49 43 18 48 2 3   
  30.1% 26.4% 11.0% 29.4% 1.2% 1.8% 69.9% 
All Other 184 162 69 181 8 11   
  29.9% 26.3% 11.2% 29.4% 1.3% 1.8% 70.1% 
Total 233 205 87 229 10 14   
  29.9% 26.3% 11.2% 29.4% 1.3% 1.8% 70.1% 
  OVER UNDER OVER UNDER OVER UNDER UNDER  

 
 

Licensed MH 
Direct Service Staff 

White/ 
Caucasian 

Hispanic/ 
Latino 

African American/ 
Black 

Asian/ Pacific 
Islander 

Native 
American 

Multi Race 
or Other 

 NON WHITE 

County 83 68 31 79 2 3   
  31% 26% 12% 30% 1% 1% 69% 
All Other 173 42 66 51 13 29   
  46.3% 11.2% 17.6% 13.6% 3.5% 7.8% 53.7% 
Total 256 110 97 130 15 32   
  40.0% 17.2% 15.2% 20.3% 2.3% 5.0% 60.0% 
  OVER UNDER OVER OVER for 

COUNTY 
OVER UNDER for 

County 
  

 
 

Other HealthCare 
Direct Service Staff 

White/ 
Caucasian 

Hispanic/ 
Latino 

African American/ 
Black 

Asian/ Pacific 
Islander 

Native 
American 

Multi Race 
or Other 

 NON WHITE 

County 6 4 2 5 0 1   
  33.3% 22.2% 11.1% 27.8% 0.0% 5.6% 66.7% 
All Other 20 17 4 3 1 2   
  41.7% 35.4% 8.3% 6.3% 2.1% 4.2% 56.3% 
Total 26 21 6 8 1 3   
  39.4% 31.8% 9.1% 12.1% 1.5% 4.5% 59.1% 

  OVER UNDER OVER A little 
OVER for 
COUNTY 

Under for 
County 

OVER   

 
 

Managerial and 
Supervisory 

White/ 
Caucasian 

Hispanic/ 
Latino 

African American/ 
Black 

Asian/ Pacific 
Islander 

Native 
American 

Multi Race 
or Other 

 NON WHITE 

County 13 9 2 8 1 2   
  37.1% 25.7% 5.7% 22.9% 2.9% 5.7% 62.9% 
All Other 121 36 16 24 3 10   
  57.6% 17.1% 7.6% 11.4% 1.4% 4.8% 42.4% 
Total 134 45 18 32 4 12   
  54.7% 18.4% 7.3% 13.1% 1.6% 4.9% 45.3% 

  OVER UNDER OVER UNDER OVER OVER   
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APPENDIX F.1. 
 

Non-Direct Service 
Support Staff 

White/ 
Caucasian 

Hispanic/ 
Latino 

African American/ 
Black 

Asian/ Pacific 
Islander 

Native 
American 

Multi Race 
or Other 

 NON WHITE 

County 20 17 6 19 2 2  
 30.3% 25.8% 9.1% 28.8% 3.0% 3.0% 69.7% 
All Other 80 53 7 35 0 3  
 44.7% 29.6% 3.9% 19.6% 0.0% 1.7% 54.7% 
Total 100 70 13 54 2 5  
 40.8% 28.6% 5.3% 22.0% 0.8% 2.0% 58.8% 

 OVER UNDER OVER OVER for 
County 

OVER OVER for 
County & 

Total 

 

 
 

Unlicensed & 
Licensed MH 
Direct Service Staff 

White/ 
Caucasian 

Hispanic/ 
Latino 

African American/ 
Black 

Asian/ Pacific 
Islander 

Native 
American 

Multi Race 
or Other 

 NON WHITE 

  489 315 184 359 25 46   
  34.5% 22.2% 13.0% 25.3% 1.8% 3.2% 65.5% 

  OVER UNDER OVER UNDER OVER OVER   
 
 

 515 336 190 367 26 49 0 
 34.7% 22.6% 12.8% 24.7% 1.8% 3.3% 65.2% 

 OVER UNDER OVER UNDER OVER OVER  
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APPENDIX G.1.   GLOSSARY OF TERMS 
 

Access – availability of medically necessary managed care specialty mental health services to Medi-Cal beneficiaries who 
need them in a manner that promotes, provides the opportunity for, and facilitates their use. This access, by treatment setting 
is indicated by penetration rates by age, gender, ethnicity and diagnostic category that are reflective of the Medi-Cal 
beneficiary population. 
 
Ancestry - family or ancestral descent; lineage. 
 
Bilingual Staff - Bilingual staff members have language capacity in both English and the specific non-English languages 
used by cultural groups in the target community. 
 
CAEQRO - California External Quality Review Organizations; works with California Department of Mental Health whose 
responsible for evaluating the quality of specialty mental health services provided to beneficiaries enrolled in the Medi-Cal 
managed health care program (Source:  CA DMH) 
 
CBO - "Community-Based Organization”; not-for-profit agencies that provide critical services to the local community; benefits 
range from mental health aid, drug and alcohol treatment, probation help, and social service assistance; these programs are 
essential for any community to function properly (Source:  Santa Clara County) 
 
Client Culture – Mental health clients bring a set of values, beliefs and lifestyles that are molded, in part, by their personal 
experiences with a mental illness, the mental health system and their own ethnic culture. When these personal experiences 
are shared, mental health clients can be better understood and be empowered to effect positive system change. 
 
Client/Consumer - Client/consumer is a person with lived experience of mental health issues. (Source: California Network of 
Mental Health Clients, 2002).  
 
Community Engagement - Community engagement has been defined over the last two decades in multiple, evolving ways 
(1). One definition of community engagement is “the process of working collaboratively with relevant partners who share 
common goals and interests” (2). It involves “building authentic partnerships, including mutual respect and active, inclusive 
participation; power sharing and equity; mutual benefit or finding the ‘win-win’ possibility” in the collaborative project (3). The 
emphasis on community engagement promotes a focus on common ground and recognizes that communities have important 
knowledge and valuable experience to add to the public stakeholder input debate.  
 
Community-Defined Evidence - “Community-defined evidence” is a “set of practices that communities have used and 
determined to yield positive results as determined by community consensus over time and which may or may not have been 
measured empirically but have reached a level of acceptance by the community.” (Source: Martinez (2008), The Newsletter 
of the National Latina/o Psychological Association, page 9).  
 
Competence – acquisition of knowledge, skills, and experience necessary for the development and implementation of mental 
health interventions adaptive to the different groups served (Cross et al, 1989. Towards a Culturally Competent System of 
Care: A Monograph on Effective Services for Minority Children who are Severely Emotionally Disturbed Volume I). 
 
CSS - Community Services and Supports; 1 of the 5 components of the MHSA (Mental Health Services Act) which funds to 
provide integrated mental health and other support services to those whose needs are not currently met through other 
funding sources.  (Source:  CA DMH) 
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Cultural Brokers - Cultural brokers may be State and county officials working within county Mental Health Departments 
(such as Cultural Competence/Ethnic Service Managers) or outside county Mental Health Departments (such as public 
health, social services, and education) who have prior knowledge and trusting relationships with particular communities. In 
addition, cultural brokers may be community activists, advocates working at the State or county level, as well as county or 
State level non-governmental organizations (with established trust and credibility in particular communities). For Native 
American communities in particular, contact with appropriate tribal organization leaders is a critical first-step (Source: 
University of California, Davis, Center for Reducing Health Disparities and CA Department of Mental Health (2007). Building 
Partnerships: Key Considerations When Engaging Underserved Communities Under the MHSA, UC Davis CRHD and DMH, 
Page 3).   
 
Cultural Competence - a set of congruent practice skills, knowledge, behaviors, attitudes, and policies that come together in 
a system, agency, or among consumer providers and professionals that enables that system, agency, or those professionals 
and consumer providers to work effectively in cross-cultural situations (Adapted from Cross et al, 1989). (See CCR, Title 9, 
Rehabilitative and Developmental Services, Division 1, Department of Mental Health, Chapter 14, Mental Health Services 
Act, Article 2, Definitions, Section 3200.100, Cultural Competence) 
 
Culturally Competent Mental Health Agency – an agency that acknowledges and incorporates at all levels the importance 
of culture, the assessment of cross-cultural relations, 3 vigilance towards the dynamics that result from cultural differences, 
the expansion of cultural knowledge, and the adaptation of services to meet culturally-unique needs. 
 
Culture – the integrated pattern of human behavior that includes thought communication, actions, customs, beliefs, values 
and institutions of a racial, ethnic, religious or social group. Culture defines the preferred ways for meeting needs (Cross et al, 
1989). A particular individual’s cultural identity may involve the following parameters among others: ethnicity, race, language, 
age, country of origin, acculturation, gender, socioeconomic class, disabilities, religious/spiritual beliefs and sexual 
orientation. 
 
Culture-Specific Community Providers – agencies, individuals within agencies, or individuals that demonstrate experience 
providing culturally competent specialty mental health services to Medi-Cal beneficiaries with specific cultural and linguistic 
needs. 
 
Disparities - refer to the variation in rates of disease occurrence and disabilities between socioeconomic and/or 
geographically defined population groups (Source:  NIH) 
 
Dual Diagnosis - occurs when someone has both a mental disorder and an alcohol or drug problem (Source:  NIH) 
 
English Proficiency - Level at which a person can understand English and respond in English to explain their behavioral 
healthcare problems, express their treatment preferences and understand the treatment plan.  
 
Ethnic Disparity - The mental health system has not kept pace with the diverse needs of racial and ethnic minorities, often 
underserving or inappropriately serving them. Specifically, the system has neglected to incorporate respect or understanding 
of the histories, traditions, beliefs, languages, and value systems of culturally diverse groups. (Source: California Department 
of Mental Health (2002) Community Services and Supports Three-Year Program and Expenditure Plan Requirements).  
 
Ethnicity - The characteristic of a group of people that share a common and distinctive racial, national, religious, linguistic or 
cultural heritage.  (Source:  OMH) 
 
Evidence Based Practice - Evidence based practice is a prevention or treatment practice, regimen, or service that is 
grounded in consistent scientific evidence showing that it improves client/participant outcomes in both scientifically controlled 
and routine care settings. The practice is sufficiently documented through research to permit the assessment of fidelity. This 
means elements of the practice are standardized, replicable, and effective within a given setting and for particular 
populations. As a result, the degree of successful implementation of the service can be measured by the use of a fidelity tool 
that operationally defines the essential elements of the practice. (Source: California Department of Mental Health (2002) 
Community Services and Supports Three-Year Program and Expenditure Plan Requirements).  
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Family Member - A family member is a parent or caretaker of a child, youth, adult, or older adult, who is currently utilizing, or 
has previously, utilized mental health services. (Source: California Department of Mental Health (2002) Community Services 
and Supports Three-Year Program and Expenditure Plan Requirements).  
 
Federal Poverty Level - Income thresholds determined by the US Department of Health and Human Services; used as a 
measure to determine if a person or family is eligible for assistance through various federal programs.(Source:  US DHHS) 
 
Foster Care - Twenty-four-hour substitute care for children placed away from their parents or guardians and for whom the  
State agency has placement and care responsibility. This includes, but is not limited to, family foster homes, foster homes of 
relatives, group homes, emergency shelters, residential facilities, child care institutions, and pre-adoptive homes regardless 
of whether the facility is licensed and whether payments are made by the State or local agency for the care of the child, or 
whether there is Federal matching of any payments made.  (Source:  US DHHS) 
 
Fully Served - those who are receiving mental health services and both the person and their service provider or coordinator 
agree that they are getting the services they want and need in order to pursue their wellness/recovery goals.  (Source:  CA 
DMH) 
 
Gatekeeper - “Gatekeeper” means those individuals in a community who have face-to-face contact with large numbers of 
community members as part of their usual routine; they may be trained to identify persons at risk for mental health problems 
or suicide and refer them to treatment or supporting services as appropriate.   
 
Gender - categorized as Female, Male or Unknown.  (Source:  CDC) 
 
Historical Disparities - Historical disparities have been consistently found in and continue to exist among California's racial-
ethnic populations including African-Americans, Latinos, Asian Pacific Islanders (API), and Native American. Any other 
population group(s) targeted in a county plan must be clearly defined with demonstrated evidence and supporting data to 
target them as having historical disparities in unserved, underserved and inappropriately served in mental health services. 
(Source: MHSOAC, (2008). Cultural & Linguistic Competence Technical Resource Group Workplan.)  
 
Homeless - individuals who lack a fixed, regular, and adequate nighttime residence  (CA HUD) 
 
Immigrant - defined by the Office of Immigration Statistics (OIS) as persons legally admitted to the United States as 
permanent residents.  (Source:  Congress of the United States, Congressional Budget Office, Nov. 2004) 
 
Inappropriately Served - (or underserved) those who may be getting some services but whose services do not provide the 
necessary opportunities to participate and move forward and pursue their wellness/recovery goals.  (Source:  CA DMH) 
 
Interpreter Services - Interpreter services are methods in place to assist persons with limited English proficiency. This 
includes telephone interpreter services (“language lines”), interpreters obtained from a central listing maintained by agency or 
other source, trained volunteers from a target community with identified language skills.   
 
Interpreters - Interpreters are individuals with specific language skills and knowledge of health care terminology who are 
trained to communicate effectively with persons with limited proficiency with the English language.  
 
Juvenile Justice Involved Youth - youth involved in the juvenile justice system (Source:  US Department of Justice) 

Key Points of Contact – (Mandate/Non-mandated) - “Common points of access to Specialty Mental Health Services from 
the MHP, including, but not limited to, the MHP’s beneficiary problem resolution process, county owned or operated or 
contract hospitals, and any other central access locations established by the MHP.” (Source: CCR, Title 9, Rehabilitative and 
Developmental Services. Division 1, Department of Mental Health, Chapter 11, Medi-Cal Specialty Mental Health Services, 
Article 4, Section 1810.410, Cultural and Linguistic Requirements)  
 
Language Services: Interpreter - a person that converts a message (usually oral) from one language (the source language) 
into oral form in another language (the target language).  (Source:  CA DMH) 
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Language Services: Translator - person that converts a message (usually written) from one language (the source 
language) into written form in another language (the target language).  (Source:  CA DMH) 
 
Limited English Proficient (LEP) - A diminished level of English language skills that calls into question the person’s ability 
to understand and respond to issues related to their treatment.  

Linguistic Competence - The capacity of an organization and individuals working within the system are able to 
communicate effectively and convey information in a manner that is easily understood by diverse audiences including 
persons of LEP, those who have few literacy skills or are not literate; and individuals with disabilities that impair 
communication. It also means that the structures, policies, procedures and dedicated resources are in place that enables 
organizations and individuals to effectively respond to the literacy and language needs of the population being served. (See 
CCR, Title 9, Rehabilitative and Developmental Services, Division 1, Department of Mental Health, Chapter 14, Mental Health 
Services Act, Article 2, Definitions, Section 3200.210, Linguistic Competence.)   
 
Linguistically Proficient - A linguistically proficient person is a person who meets the level of proficiency in the threshold 
languages as determined by the MHP.  
 
Mandated Key Points of Contact – common points of entry into the mental health system, including 24-hour toll free line, 
beneficiary problem resolution system, inpatient hospital or other central access or contact locations where there is face-to-
face encounters with consumers as designated by MHPs, that are located in regions or areas that meet threshold language 
population concentrations. 
 
Medi-Cal - California's Medicaid program; this is a public health insurance program which provides needed health care 
services for low-income individuals including families with children, seniors, persons with disabilities, foster care, pregnant 
women, and low income people with specific diseases such as tuberculosis, breast cancer or HIV/AIDS.  Medi-Cal is financed 
equally by the State and federal government.  (Source:  CA DHCS) 
 
Medi-Cal Beneficiaries - Any person certified as eligible under the Medi-Cal program according to Title 22, Section 51001.  
 
Medi-Cal Mental Health Client – a Medi-Cal beneficiary who has received a Medi-Cal specialty mental health service within 
a specified time period (one-year). 
 
MHSA - Mental Health Services Act, known before as Proposition 63, which provides the first opportunity in many years for 
the California Department of Mental Health (DMH) to provide increased funding, personnel and other resources to support 
county mental health programs and monitor progress toward statewide goals for children, transition age youth, adults, older 
adults and families; it addresses a broad continuum of prevention, early intervention and service needs and the necessary 
infrastructure, technology and training elements that will effectively support this system; act imposes a 1% income tax on 
personal income in excess of $1 million; funding will be provided to county mental health programs to fund programs 
consistent with their local plans.  (Source:  CA DMH) 
 
MHSOAC - Mental Health Services Oversight and Accountability Commission; MHSA's oversight body, specifically designed 
to aide in implementing the Act; part 3.7 of MHSA requires that an oversight and accountability commission.  (Source:  CA 
DMH) 
 
Monolingual - a person who knows only one language.  (Source:  CA MHD) 
 
Multilingual - using or knowing more than one language  (Source:  CA MHD) 
 
Natural Healers – respected and valued members of the community that offer a culturally practiced (health) intervention in 
place of or in addition to mainstream services.  (Source:  CA MHD) 
 
Non-Mandated Key Points of Contact – common points of entry into the mental health system, including 24-hour toll free 
line, beneficiary problem resolution system, inpatient hospital or other central access or contact locations designated by 
MHPs, that are located in regions or areas that do not meet threshold language population concentrations. 
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Non-Traditional Mental Health Settings - “Non traditional mental health settings” means systems and organizations not 
traditionally defined as mental health; i.e., school and early childhood settings, primary health care systems including 
community clinics and health centers, and community settings with demonstrated track records of effectively serving 
ethnically diverse and unserved or underserved populations.  
 
Non-traditional Providers - can be individuals or a generic community agency; not licensed or certified by the state as 
traditional providers;  however, (in order to provide) there must be a set of standards or qualifications that non-traditional 
providers meet in order to ensure the health and safety of individuals.  (Source:  CA DMH) 
 
PEI - Prevention and Early Intervention;  1 of the 5 components of the MHSA (Mental Health Services Act) which funds to 
reduce the stigma and discrimination associated with mental illness and provide preventative services to avert mental health 
crises.  (Source:  CA DMH) 
 
Penetration Rate – the total number of persons served divided by the number of persons eligible. 
 
PREVALENCE - The number of cases of the condition present in a defined population at a specified time or in a specified 
time interval (e.g., the total number of cases with a specific disease or condition, such as ischemic heart disease, at a given 
time divided by the total population at that time) (Source: California Department of Mental Health (2002) Community Services 
and Supports Three-Year Program and Expenditure Plan Requirements).  
 
Primary Language – that language, including sign language, which must be used by the beneficiary to communicate 
effectively and which is so identified by the beneficiary. 
 
Promising Practice - “Promising Practice” means programs and strategies that have some quantitative data showing 
positive outcomes over a period of time, but do not have enough research or replication to support generalized outcomes. It 
has an evaluation design in place to move towards demonstration of effectiveness; however, it does not yet have evaluation 
data available to demonstrate positive outcomes.  
 
Race - A local geographic or global human population distinguished as a more or less distinct group by genetically 
transmitted physical characteristics.  A group of people united or classified together on the basis of common history, 
nationality, or geographic distribution.  (Source:  OMH) 
 
Recovery - Recovery refers to the process in which people who are diagnosed with a mental illness are able to live, work, 
learn, and participate fully in their communities. For some individuals, recovery means recovering certain aspects of their 
lives and the ability to live a fulfilling and productive life despite a disability. For others, recovery implies the reduction or 
elimination of symptoms. Focusing on recovery in service planning encourages and supports hope. (Source: California 
Department of Mental Health (2002) Community Services and Supports Three-Year Program and Expenditure Plan 
Requirements).   
 
Refugee - individuals who are unable to return to their country of origin because of persecution or a well-founded fear of 
persecution on account of race, religion, nationality, membership in a particular social group, or political opinion.  (Source:  
CA Department of Social Services) 
 
Resilience - Resilience means the personal qualities of optimism and hope, and the personal traits of good problem solving 
skills that lead individuals to live, work and learn with a sense of mastery and competence. Research has shown that 
resilience is fostered by positive experiences in childhood at home, in school and in the community. When children encounter 
negative experiences at home, at school, and in the community, mental health programs, and interventions that teach good 
problem solving skills, optimism, and hope can build and enhance resilience in children. (Source: California Family 
Partnership Association, (2005). (Source: California Department of Mental Health (2002) Community Services and Supports 
Three-Year Program and Expenditure Plan Requirements).  
 
Retention Rate – the percent of new clients who receive 2, 3, 4, etc. follow-up day or outpatient services following an initial 
non-crisis contact with the mental health system. This measures the rate at which new clients in general are retained in the 
system for treatment. 
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Serious Emotional Disturbance - a term used in various federal statutes in reference to children under the age of 18 with a 
diagnosable mental health problem that severely disrupts their ability to function socially, academically, and emotionally.  
(Source:  US DHHS) 
 
Serious Mental Illness - a term defined by federal regulations that generally applies to mental disorders that interfere with 
some area of social functioning. This term is used to describe adults over the age of 18.  (Source:  US DHHS) 
 
Sex - the gender of a person at the time of the report.  (Source:  US DHHS) 
 
Small County - Per California Code of Regulations Section 3200.260, “‘Small County’ means a county in California with a 
total population of less than 200,000, according to the most recent projection by the California State Department of Finance 
data.”  
 
Socio Economic Status - commonly conceptualized as the social standing or class of an individual or group. It is often 
measured as a combination of education, income and occupation.  (Source:  American Psychological Association) 
 
Specialty Mental Health Services – includes the following: rehabilitative mental health services, psychiatric inpatient 
hospital services, targeted case management, psychiatrist services, psychologist services, and Early and Periodic Screening, 
Diagnosis and Treatment (EPSDT) supplemental services. 
 
Staff Diversity - Staff who are representative of the diverse demographic population of the service area and including the 
leadership of the organization as well as its governing boards, clinicians, and administrative personnel. (Source: CLAS, Final 
Report, Page 8).  
 
Statistical Terms:  Average (Means, Median)T-test, Correlation, Multiple regression. 
 
Target Population - That part of the general population designated as the population to be served by the administrative or 
service delivery entity. (Source: Chambers, Final Report: 2008: Cultural Competency Methodological and Data Strategies to 
Assess the Quality of Services in Mental Health Systems of Care, Page 42) Note: DMH recognizes each MHSA component 
has its own identified target population(s).  
 
Threshold Language – the annual numeric identification on a countywide basis, of 3,000 beneficiaries or five (5) percent of 
the Medi-Cal beneficiary population, whichever is lower, whose primary language is other than English, for whom information 
and services shall be provided in their primary language. 
 
Transitional Age Youth - young people between the ages of sixteen and twenty-four who are in transition from state custody 
or foster care and are at-risk;  once they turn 18 they can no longer receive assistance from the systems of care that 
previously provided for many of their needs.  (Source:  CA DMH) 
Translation Services - Translation services are those services that require “The conversion of a written text into a written 
text in a second language corresponding to and equivalent in meaning to the text in the first language. Note: Translation 
refers to written conversions from one language into a second language, while interpreting refers to the conversion of spoken 
or verbal communication from one language into a second language.)” (Source: California Healthcare Interpreters 
Association, 2002)  
 
Trauma-Exposed - those who are exposed to traumatic events or prolonged traumatic conditions, including grief, loss and 
isolation, including those who are unlikely to seek help from any traditional mental health service.  (Source:  CA DMH) 
 
Underserved - 1) Individuals who have been diagnosed with serious mental illness and children who have been diagnosed 
with serious emotional disorders, and their families, who are getting some service, but whose services do not provide the 
necessary opportunities to participate and move forward and pursue their wellness/recovery goals. This category would also 
include individuals who are so poorly served that they are at risk of situational characteristics such as homelessness, 
institutionalization, incarceration, out-of-home placement or other serious consequences (Source: Department of Mental 
Health (2002) Community Services and Supports Three-Year Program and Expenditure Plan Requirements);  2) (or 
inappropriately served) those who may be getting some services but whose services do not provide the necessary 
opportunities to participate and move forward and pursue their wellness/recovery goals.  (Source:  CA DMH) 
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Unserved - 1) those who are not receiving mental health services, particularly those who are a part of racial ethnic 
populations that have not had access to mental health services.  (Source:  CA DMH);  2) Persons who may have serious 
mental illness and children who may have serious emotional disorders, and their families, who are not receiving mental health 
services. Examples of underserved populations described in the MHSA include older adults with frequent, avoidable 
emergency room and hospital admissions, adults who are homeless or incarcerated or at risk of homelessness or 
incarceration, transition age youth existing the juvenile justice or child welfare systems or experiencing their first episode of 
major mental illness, children and youth in the juvenile justice system or who are uninsured, and individuals with co-occurring 
substance use disorders. Frequently, unserved individuals/families are part of racial ethnic populations that have not had 
access to mental health programs due to barriers such as poor identification of their needs, provider barriers lacking ethno-
culturally competent services, poor engagement and outreach, limited language access, limited access in rural areas and 
American Indian Rancherias or reservations and lack of culturally competent services and programs within existing mental 
health programs. (Source: Community Services and Supports Three-Year Program and Expenditure Plan Requirements).  
 
Wellness - A dynamic state of physical, mental, and social well-being; a way of life which equips the individual to realize the 
full potential of his/her capabilities and to overcome and compensate for weaknesses; a lifestyle which recognizes the 
importance of nutrition, physical fitness, stress reduction, and self-responsibility. Wellness has been viewed as the result of 
four key factors over which an individual has varying degrees of control: human biology, environment, health care 
organization (system), and lifestyle. (Source: Community Services and Supports Three-Year Program and Expenditure Plan 
Requirements). 
 
WET - Workforce Education and Training;  1 of the 5 components of the MHSA (Mental Health Services Act) which funds to 
develop and grow the mental healthcare workforce.  (Source:  CA DMH) 
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